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I n t rodu C t Ion
Breaking the cycle: 
day treatment for 
juvenile delinquent s
Why a day treatment program?
juvenile delinquency has become a societal problem with a high priority on the 
political agenda in the netherlands. The last ten years have shown a more than 200% 
increase of violent criminal acts committed by juveniles (Wodc, 2006). This has led 
to both societal and political pressures calling for prolonged incarceration and com-
pulsory residential treatment in order to safeguard society from these youngsters.
nevertheless, empirical findings show that both plain detention and compulsory 
residential treatment as penal measures have negative consequences (e.g. learning 
antisocial behavior, losing parental support) and are related to high recidivism rates 
(50-55% after 2 years) (Wartna, kalidien, tollenaar, & essers, 2006). imprisonment 
has a criminogenic effect: incarcerated offenders end up in adult prison facilities more 
often than offenders who have been convicted for similar offenses without imprison-
ment (nieuwbeerta, nagin, & Blokland, 2007). compulsory residential treatment, 
often applied to juvenile delinquents committing severe crimes, has other disadvan-
tages: adolescents are placed in facilities often far away from their home environment 
and family so that parents cannot be involved in treatment. generalization of the 
social skills learned inside the facility poses a major problem as well. 
another problem in the group of juvenile delinquents who commit more serious 
offenses and/or do so more frequently, is the high prevalence of psychiatric disorders 
(doreleijers, moser, Thijs, engeland, & Beyaert, 2000). The most frequently occur-
ring psychiatric disorders among juvenile offenders are adhd, substance abuse, and 
internalizing disorders (loeber, Burke, lahey, Winters, & Zera, 2000). especially 
adhd has been identified as a risk factor for the development of antisocial behavior 
(taylor, chadwick, heptinstall & danckaerts, 1996; loeber, green, keenan, & lahey, 
1995). This implies that for a majority of the juvenile delinquents in institutional 
facilities psychiatric care is needed during their incarceration, not only to reduce the 
risk of criminal recidivism but also because there is a medical need to treat psychiat-
ric disorders. however, psychiatric care is often unavailable or inadequate (grisso & 
schwartz, 2003; desai, goulet, robbins, chapman, mogdole, & hoge, 2006). 
considering the disadvantages of both incarceration and residential treatment, 
there has been a call for aftercare programs (algemene rekenkamer, 2007), alterna-
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tive sanctions, or care for juvenile delinquents instead of incarceration. however, for 
the more severe category of juvenile delinquents committing frequent and/or violent 
crimes, these programs seemed to be not intensive enough and recent results of these 
programs were disappointing (nauta, 2008), demonstrating the need for other ap-
proaches.
treatment alternatives should target most risk factors for the development of 
criminal recidivism, limit the negative consequences of peer influence, and intensify 
involvement of families. during treatment contact with the social network should be 
kept intact, reducing generalization problems. for these reasons forensic psychiatric 
day treatment can be considered a viable alternative to a correctional facility or resi-
dential treatment. day treatment for juvenile delinquents should target the behavioral 
problems and psychiatric comorbidity of these adolescents, involve parents, and prevent 
dropout by motivating these youths. if one does not succeed in preventing juvenile 
delinquents from being incarcerated in correctional facilities or compulsory residential 
treatment, an increase of the frequency and severity of crimes committed will be the 
result. Therefore, to prevent more severe violent crime, the first priority should be on 
keeping juveniles within the community (sullivan, veysey, hamilton, & grillo, 2007). 
This study investigates the effect of a family oriented, multimodal day treatment pro-
gram for juvenile delinquents who have committed severe violent crimes and had been 
incarcerated. at trial they had been sentenced to day treatment. The outcome of the 
treatment group will be compared to the outcome of juvenile delinquents who were se-
lected during detention on remand and who (a) did not receive mental health treatment 
after imprisonment but care as usual delivered by juvenile probation officers, or (b) 
were sent to a compulsory residential facility after detention on remand. Both groups 
had been sentenced to imprisonment and/or compulsory residential treatment or day 
treatment, which means this is a group of juvenile delinquents who had committed 
serious crimes. The subjects of the treatment group suffered from psychiatric comorbid-
ity and major problems in functioning within the family and at school. The subjects of 
the control group suffered also from psychiatric comorbidity, the level of functioning 
within the family and at school has not been evaluated in detail at the start of the study.
introduction
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the development of an evidence based day treatment program for juvenile delin-
quents with psychiatric comorbidity
most studies concerning treatment of behaviorally disordered adolescents underline 
the necessity of multilevel intervention treatment, often distinguishing levels of society/
community, family, and individual (karnik and steiner, 2007). evidence of treatment 
effects of conduct disordered adolescents with large effect sizes supports the viability of 
treatment on (a) an individual level (e.g., problem solving, and cognitive self instruc-
tion training/aggression management), and (b) on the family level (e.g., parent manage-
ment training, multisystem therapy [mst], as well as functional family therapy [fft]) 
(Weisz, jensen-doss, & hawley, 2006; sukhodolsky & ruchkin, 2006). at each level 
specific risk and protective factors need to be addressed. in setting up this day treat-
ment program the following levels of intervention can be distinguished:
12
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level
individual
family
risk and protective factors
psychiatric comorbidity
(lack of) social skills
aggression
(physical) conflicts
communication and support
problem solving
parental skills
treatment mode
assessment
medication
cognitive therapy
social skills training and 
aggression management
family therapy
The day treatment program, which is the subject of this study (slot, 1999; Bartels, 
Parker Brady & doreleijers, 1999), embraces a family focus by introducing functional 
family therapy (fft) (alexander & sexton, 2002; sexton & alexander, 2003) at the 
start of treatment. This means that the first phase of the day treatment has a family 
focus. The second part of the day treatment has an individual focus by (a) training in-
dividual skills and aggression management, and (b) assessing and treating psychiatric 
comorbidity (Breuk, sexton, van dam, disse, doreleijers, slot, & rowlands, 2006). 
The day treatment program has a school and during the study a starting aftercare 
program after finishing day treatment to maintain changes and generalize the learned 
skills to the social environment.
fft is a clinical change model consisting of three specific and distinct phases of 
clinical intervention. The specific goals of the model address risk factors within the 
family, protective factors, and skills within the family necessary to work effectively in 
helping to change juvenile behavioral problems. The goals in the early phases focus on 
engagement and motivation of the youth and his parents. middle phase goals target 
building critical behavioral competencies for all family members. final phase goals 
are generalizing and maintaining these changes. outcome research in the us shows 
that fft is effective in reducing recidivism between 26% and 73% of status offenses 
in moderately and seriously delinquent youths as compared to both no treatment 
and juvenile court probation services (alexander & sexton, 2002; sexton & alexan-
der, 2003). 
during the second phase of day treatment, attention was paid to psychiatric 
comorbidity by carrying out an extensive psychiatric assessment and planning 
psychiatric treatment if necessary by all team members (doreleijers, moser, thijs, 
van engeland, & Beyaert, 2000). in practice, this meant psycho-education of both 
the adolescent and his parents, prescribing medication if necessary (e.g., methylphe-
nidate in adhd), individual cognitive psychotherapy, and/or social skills training. 
although severe psychopathology will also be treated e.g. by medication, during the 
first phase of the day treatment program, within the fft model individual treat-
ment will be done only after family treatment. in addition to the focus on psychiatric 
comorbidity, individual treatment was aimed at reducing violent crime. 
introduction
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since violent crimes were a characteristic problem in most juvenile delinquents in 
the day treatment program, reducing aggression became a more central target with 
the use of cognitive behavior therapy focusing on social skills development and ag-
gression management (kazdin, 1997; de jonge, 1999; dodge, 1986), and group train-
ing aimed at social skills, aggression management, and moral reasoning, designed 
according the principles of -the us evidence based- Washington state aggression 
replacement training (Wsart). in a large study in Washington state this group 
aggression training proved to be successful in reducing (violent) crime recidivism 
(goldstein, glick, & gibbs, 1998; Barnoski, 2004).
From treatment to effect: Goals for the day treatment program
this study investigates the effectiveness of a family oriented multimodal day 
treatment program for juvenile delinquents who had committed severe violent 
crimes and had been incarcerated prior to the day treatment program. their treat-
ment outcomes were compared to juvenile delinquents who were selected during 
detention on remand and (a) did not receive mental health treatment after plain de-
tention, but only care as usual delivered by juvenile probation officers after release, 
or (b) were sent to compulsory residential treatment after detention on remand. 
the subjects of the day treatment group suffered from psychiatric comorbidity and 
major problems in functioning within the family and at school. the intensive day 
treatment program had been indicated by a youth care agency as an alternative to 
residential treatment. the study investigates if the treatment goals of the day treat-
ment program have been met. the main goals were:
1. reducing out-of-community placement in order to prevent incarceration 
or residential treatment.
2. reducing violent criminal recidivism by improving aggression management
and lowering family conflict.
3. reducing general criminal recidivism
4. reducing comorbid psychiatric symptoms, especially internalizing symptoms
and adhd
5. improving social functioning to attend school and/or work
14
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eight hypotheses 
follow-up data collection took place twelve months after the juvenile either 
finished the day treatment program or after detention on remand. the following 
hypotheses were examined:
Hypothesis 1:
after having completed the day treatment program, at follow up, more juvenile 
delinquents will live within the community with their parents/family or on their 
own, compared to juvenile delinquents who did not receive mental health treat-
ment after detention on remand.
Hypothesis 2: 
after having completed the day treatment program, juvenile delinquents will 
spend fewer days in a juvenile justice facility during the follow-up period, com-
pared to juvenile delinquents who did not receive mental health treatment during 
follow-up after detention on remand. 
Hypothesis 3:
after having completed the day treatment program, juvenile delinquents will 
commit fewer violent offenses during the follow-up period, compared to juvenile 
delinquents who did not receive mental health treatment after having left the 
detention center during follow up.
Hypothesis 4:
after completing the day treatment program, juvenile delinquents will commit 
fewer general offenses during the follow-up period, compared to juvenile delin-
quents who did not receive mental health treatment after having left the detention 
center during follow up.
Hypothesis 5:
after having completed the day treatment program, at follow up, more juvenile 
delinquents will attend school or work, compared to juvenile delinquents who did 
not receive mental health treatment after detention on remand. 
introduction
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since follow-up measures targeted aggression, psychiatric symptoms and quality of 
family functioning were only available to the treatment group, hypotheses on the 
post treatment results for the day treatment program group could not be compared 
to the control group. this led to the following additional hypotheses for differences 
between the pretreatment and post treatment periods: 
Hypothesis 6:
aggression-related problems, as measured by self-reports of the adolescent and 
parent reports on aggressive behavior of their children, will be reduced after treat-
ment compared to the pretreatment period. 
Hypothesis 7:
adhd and internalizing problems of the adolescents, as measured by youth 
self-reports and parent reports, will be reduced after treatment compared to the 
pretreatment period. 
Hypothesis 8:
family functioning will improve and especially family conflict will be reduced 
after treatment, compared to the pretreatment period.
Content of this thesis
the study started with the implementation of functional family therapy and a pilot 
study to compare youth self-report and parent report in the day treatment program. 
the implementation process and the pilot study will be described in the first two 
chapters. the eight hypotheses will be addressed in the following three chapters. in 
the last chapter of this thesis the general discussion will be presented.
 
Chapter 2: The implementation and the cultural adjustment of functional family 
therapy in a Dutch psychiatric day treatment center 
this chapter reviews functional family therapy and the evaluation studies. it 
describes the process of transporting an american evidence-based family therapy 
(functional family therapy; alexander & sexton, 2002; sexton & alexander, 2003) 
into a psychiatric day treatment center for juvenile delinquents in amsterdam. it 
examines whether functional family therapy could be successfully implemented in 
16
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settings outside the us, what adjustments were necessary to make the model suitable 
for the culture(s) of the netherlands and if this could be done without changing the 
model of fft itself (journal of marital and family therapy, 32, 515-529, 2006).
Chapter 3: The validity of self-report questionnaires of psychopathology and parent-
child relationship quality in juvenile delinquents with psychiatric disorders
this study focuses on the validity of self-report questionnaires of psychopathol-
ogy and parent-child relationship quality for juvenile delinquents with severe behav-
ioral and psychiatric disorders, by comparing information derived from self-report 
questionnaires with information from parent reports (journal of adolescence, 30, 
761-771, 2007).
Chapter 4: Early dropout in a day treatment program as a predictor of recidivism 
among juvenile delinquents
this study focuses on early dropout in a day treatment program as a predictor of 
recidivism among juvenile delinquents, by comparing one year recidivism of adoles-
cents who completed the day treatment program and those who dropped out within 
three months (early drop out).
Chapter 5: The effects of multimodal day treatment on aggression, psychopathology 
and family functioning of juvenile delinquents with psychiatric comorbidity
  this study aims to investigate whether forensic psychiatric day treatment was effec-
tive in reducing aggression, adhd, and internalizing psychopathology, and whether 
it was able to improve family conflict management in juvenile delinquents with 
psychiatric comorbidity. this is measured by youth self-reports and parent reports 
before and after treatment.
Chapter 6: Breaking the cycle: Preventing re-incarceration of juvenile delinquents 
through family focused day treatment 
this study aims to investigate whether a forensic psychiatric day treatment pro-
gram is more effective in keeping adolescents at home in the community, preventing 
introduction
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re-placement in a correctional facility, reducing violent and general crime recidi-
vism, and attending school or work after ending the program, compared to care as 
usual for juvenile delinquents after detention on remand.
Chapter 7: General Discussion 
the last chapter contains a critical review of the main findings regarding the day 
treatment program. outcomes concerning the prevention of incarceration, adoles-
cents staying at home within the community, violent and general crime recidivism, 
attending school and/or work, aggression management and psychopathology of the 
adolescent, and conflict management within the family are considered. recommen-
dations for further study, clinical implications and suggestions for societal manage-
ment of juvenile delinquency are discussed.
18
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Journal of Marital and Family Therapy (2006) 32, 515-529 
aBStraCt
due to the increasing severity of adolescent problem behavior, evidence-based 
practices are becoming of interest as an alternative to traditional treatment with 
the behavior problems of adolescents in juvenile justice settings. despite interest in 
evidence-based practices, questions exist regarding whether or not evidence-based 
intervention models can be successfully transported to cultures other than those in 
which they were developed. this article describes the transportation process of an 
american evidence-based family therapy (functional family therapy; alexander 
& sexton, 2002; sexton & alexander, 2003) into the service delivery system of a 
psychiatric day treatment center for juvenile delinquents in amsterdam. the char-
acteristics of functional family therapy that make it cross-culturally sensitive are 
discussed. results from the changes in service delivery suggest functional family 
therapy can be successfully implemented in international settings with adjustments 
to make the model fit the culture(s) of the netherlands without changing the model 
of fft itself. 
20
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IntroduCtIon
in the netherlands, as in most other countries, juvenile crime has become a major 
problem. While juvenile delinquency as a whole has not increased in the last 20 
years, both self- report measures and official police records indicate that approxi-
mately 37% of juveniles admit to having committed a criminal act in the past year. 
in addition, there has been a 300% increase in the growth of violent criminal acts 
among this age group over the last 20 years (Boendermaker & van yperen, 2003). in 
response to the increasing trend of violent crime among adolescents and the accom-
panying rise in attention to adolescent behavior problems, juvenile delinquency has 
recently become a high priority in the netherlands (donner, 2005). as a result, both 
social and political pressures are calling for prolonged duration of punitive conse-
quences (e. g., imprisonment) and residential treatment alternatives that remove 
youth from their families and communities in order to protect the community. this 
trend towards increased incarceration has continued despite research data docu-
menting that both imprisonment (van der laan, 2001) and residential treatment 
are related to high recidivism rates (40- 50%). as an alternative to a justice based 
solution, a number of comprehensive treatment programs have been developed to 
provide an alternative to incarceration. these treatment programs aim to provide 
quality mental health care to juveniles (usually by means of individual based social 
skills training and anger management training) and/or families (traditional family 
therapy) by use of traditional cognitive behavioral methods. unfortunately, these 
methods remain untested and unevaluated (kazdin, 2003; sexton, gilman, & erick-
son, 2005). 
Because of the increasing severity of adolescent behavior problems, evidence-
based practices are increasingly being adopted in community based treatment 
settings (kazdin & Weisz, 2003). this trend is also occurring in communities in 
countries other than the united states. for example, evidence-based practices have 
become a major treatment focus to ameliorate juvenile behavior problems in the 
netherlands. following the publication of a national (Wodc) report on high recidi-
vism after imprisonment, the minister of justice of the netherlands (donner, 2005) 
the imPlementation and the cultur al adjustment of fft
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asserted: “Punishment including more and longer sentences is not helpful. i am 
convinced that well targeted evidence-based interventions can diminish recidivism 
up to 25 percent.” as a result, the ministries of justice and health asked the national 
institute of health sciences (niZW) to decide what would be the most effective 
interventions. to fill a need for evidence-based approaches, mental health service 
providers in the netherlands have searched for well established and highly evaluated 
american-based clinical intervention models because of the strong results of mul-
tiple outcome studies. in ‘the right help’ niZW (Boendermaker, 2005) concluded: 
‘multi system therapy and functional family therapy lead to better functioning of 
the family and by this mechanism to an important reduction of recidivism compared 
to treatment as usual.’ as in the united states, these models are appealing due to cost 
savings, improved outcomes, and the level of accountability that has been demon-
strated in numerous clinical trials and evaluation research studies (eliott, 1998; 
sexton, alexander & mease, 2003). 
despite the interest in evidence-based practices, questions regarding the trans-
portation of american evidence-based treatments to another country have, quite 
naturally, arisen. two questions are most salient in this regard. one obvious concern 
is whether or not these models can be successfully transported to cultures other than 
those in which they were developed. the question here is whether systematic and 
manualized treatments can be culturally sensitive to the degree that they can be used 
in comprehensive mental health service delivery systems of other countries with 
different cultural assumptions and values. certainly this question will ultimately be 
answered by documenting successful outcomes of american evidence-based treat-
ments in non us treatment settings. however, it is also important to know whether 
these models can even be transported and adopted by treatment staff and treatment 
organizations in culturally diverse settings. it is only recently that the critical issues 
regarding effective dissemination and transportation have begun to be reported 
(hoagwood, 2005; schoenwald & henggeler, 2002). in addition, there is growing 
interest and development in the diffusion of innovations and technology transfer 
(fals-stewart, logsdon, & Birchler, 2004; glantz & compton, 2004). in addition, this 
issue is not unlike one raised in the united states when evidence-based programs 
22
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are transported to community settings with diverse cultural and ethnic clients. in 
fact, hoagwood (2005) suggests that one of the major barriers to successful adop-
tion of evidence-based practice are the gaps in knowledge about implementation and 
dissemination. these concerns reflect the issue of community adaptability raised 
by eliott (1997) in the development of criteria for the initial Blueprints for violence 
prevention project. 
the adoption of evidence-based practices is further complicated by differing 
modalities of treatment and systems of care that prevail in different cultures. for 
example, the current evidence suggests that a small number of family based inter-
vention programs have the highest probability of success with the difficult problems 
of adolescents (kazdin, 1997; kazdin & Weiss, 2004; sexton, alexander, & mease, 
2003). however, in the netherlands, services for these youths are carried out within 
traditional, psychiatrically based mental health treatment programs designed for 
multi-problem youth with both externalizing behavior problems and significant 
internalizing mental health issues. thus, because of the culturally embedded assump-
tions and traditions of an individual focus of traditional mental health treatment, the 
adoption of a family focused treatment protocol can provide a significant challenge. 
liddle and colleagues (2004) report a successful implementation of multidimensional 
family therapy in a us day treatment setting in which systematic training resulted 
in sustained use of the family-focused treatment. yet, the cultural tradition of psy-
chiatrically oriented treatment that is exclusively individually focused adds further 
complications for the implementation of an evidence-based family treatment. in the 
netherlands, if family treatments cannot be successfully integrated into the prevail-
ing cultural tradition of psychiatric treatment settings for mental health care, their 
widespread adoption is unlikely. in addition, there are important concerns about 
the cultural barriers to evidence-based practices. in particular, there are increasing 
questions as to whether or not evidence-based practices are individualized enough to 
meet the specific needs of persons from different cultures (hoagwood, 2005).
this article describes the initial findings of the transportation of functional fam-
ily therapy (fft) (alexander & sexton, 2002; sexton & alexander, 2003) into the 
service delivery system of ‘de derde oever,’ a psychiatric day treatment center for 
the imPlementation and the cultur al adjustment of fft
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juvenile delinquents with behavioral and psychiatric disorders in a unique multi-
ethnic community. While not a systematic study of the transportation process, a re-
port on clinical outcomes, or a data based statement about cultural adaptability, this 
article provides perspectives on two important and, as of yet, unaddressed aspects of 
this process. first, can a traditional medically based psychiatric service delivery sys-
tem in a non us culture be refocused into a family therapy based treatment facility? 
in this project, fft was transported into a mental health center with the philosophy 
that ‘the individual (disturbed) patient comes first’. data representing the shift in 
services from individually and psychiatrically based to family focused indicates the 
trajectory of this transportation and documents that, with thoughtful and systematic 
attention, fft as it was designed can fit into this culturally diverse treatment setting. 
in addition, data on the therapists’ ability to conduct fft with model fidelity sug-
gests that the model can be successfully taught, replicated, and utilized by treatment 
staff. second, the project provides preliminary reports of non-us therapists’ re-
sponses to the cultural sensitivity of fft and the degree to which the clinical model 
required adjustment to fit clients and staff. finally, this project provides insight into 
a number of critical questions regarding adoption of us based family intervention 
models in other cultures. if current evidence-based family treatment models cannot 
be adapted to other cultures or into traditional service delivery systems, it needs to 
be highlighted now before significant resources are devoted to training and dissemi-
nation activities. thus, our goal is to contribute to the critical dialogue on interna-
tionally based implementation of evidence-based family treatments and to lay the 
ground work for future transportation of evidence-based models. 
Context: need for a family-based program for juvenile delinquents in the nether-
lands
in the netherlands, juvenile criminal law provides both punishment and re-
education measures for juvenile offenders. if juveniles are first offenders or commit 
minor criminal acts, law-enforcement can choose to engage them in community 
services. in case of repeated offences or severe criminal acts, the police will send the 
juvenile to the Public Prosecutor who can dismiss the case, order extra measures to 
24
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be carried out under surveillance of the juvenile probation officer (e.g., community 
service), or order the juvenile to appear in court. at trial there are several alterna-
tives open to the magistrate: community services for several weeks to months, im-
prisonment (maximum sentence for juveniles under 16 is one year; juveniles from 16 
to 18 years can receive a maximum of two years), or forced residential treatment for 
two to six years in a juvenile institution of the ministry of justice. the court can also 
decide on additional measures to be carried out, which may include forced participa-
tion in a treatment program. 
research in the netherlands (doreleijers, 1995; vreugdenhil, 2003) suggests that 
juvenile delinquents not only have externalizing behavior disorders, but also inter-
nalizing disorders (i.e., depression, anxiety), or even more severe psychiatric prob-
lems such as psychosis, self-mutilation, and suicidal tendencies. doreleijers (1995) 
provided evidence that suggests that 77% of juvenile delinquents have one or more 
psychiatric disorders (as based on dsm classifications), which is six to seven times 
the prevalence of psychiatric disorders among juveniles in the general population. 
since the vast majority of juvenile delinquents are facing psychiatric disorders, 
four mental health institutes within the netherlands initiated the development of 
treatment programs containing social skills training and anger management therapy 
– all based upon cognitive behavioral therapy programs. de derde oever, a depart-
ment of a child and adolescent psychiatric center in amsterdam, noticed that despite 
clinical and empirical evidence that suggests family based treatments are the ‘treat-
ment of choice’ for most externalizing behavior disorders (kazdin, 2003; sexton, 
alexander, & mease, 2003), none of the primary treatment centers in the country 
had a family intervention program in place. 
in the netherlands, family based treatments are not new. there is a tradition 
of utilizing Parent management training, which is more oriented towards parents 
than children. although Parent management training is evidence-based (Patterson, 
1982), it is not a family therapy and has yet to develop an evidence-base with respect 
to the treatment of adolescent behavior problems. in addition, the family therapy 
tradition that did exist within the country was one largely focused on contextual 
family therapy, an approach not specifically designed for externalizing behavior 
the imPlementation and the cultur al adjustment of fft
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disordered adolescents. as a result, this model was not frequently used as a primary 
treatment in mental health centers. 
thus, de derde oever concluded that the existing programs were not sufficient 
for the target group of juvenile delinquents and their parents/families that are the 
highest national priority. ‘de derde oever’ decided to develop and implement a fam-
ily therapy within its adolescent psychiatric day treatment center, a treatment that 
incorporates psychiatric care and monitoring, with structured daily school and so-
cial activities that stress pro-social behavior. in systematic literature reviews of child 
and adolescent treatment programs, kazdin (1997) and others (sexton & alexander, 
2004) describe two evidence-based family therapy approaches: functional family 
therapy and multi systemic therapy (henggeler, 1998). Both were appealing given 
the growing belief that family therapy approaches hold great promise for adolescent 
externalizing behavior disorders whether in juvenile justice or mental health treat-
ment settings (sexton et al., 2003).
the choice of fft was based upon previous research outcomes, a match with the 
treatment population, and a philosophical fit with the prevailing values of the 
agency. in addition, de derde oever decided upon fft because its’ model principles 
were consistent with the overall philosophy of the agency, and the demonstrated suc-
cess in transporting the model with fidelity to varied communities with ethnically 
diverse clients in the us (sexton & alexander, 2003). While other evidence-based 
family treatment models may share one or more of the points listed below, the staff 
and administration of the day treatment found fft to more comprehensively fit the 
prevailing values important of the staff of the clinic. for example: 
• fft consists of a ‘family oriented viewpoint,’ directed at changing the functioning
of families. the families visiting the day treatment center often have severe rela-
tional problems and are in need of intervention. While other models (e. g. multi-
dimensional family therapy, Brief structural family therapy) are family focused, 
the fft ‘family first’ philosophy (alexander & sexton, 2002) was particularly 
appealing because it is a model that works with exclusively with whole families. 
• fft fits a mental health institute because of its documented use as a model clinic
family therapy takes place inside the institute and its therapeutically focused treat-
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ment opposed to a family based integrative case management interventions 
(e. g. mst).
• the theoretical framework of fft is more compatible with contextual family
therapy, the therapeutic intervention that was already used inside the day treat-
ment center than other evidence-based family approaches. the theoretically com-
patability of fft and contextual family therapy (i. e., thinking of behaviours has 
only having meaning within relational contexts) thus enhanced the acceptability of 
fft to the staff.
• functional family therapy has a ‘therapeutic focus’ (i. e., primary focus on change
mechanisms within therapeutic relationships) and is much more like traditional 
family therapy (e. g. goal of redefining the presenting problems as a family focused 
problem in the generalization phase), which appealed to the professional staff. 
• fft stresses the importance of systematic adherence to the model. as a result, 
different measures from multiple sources that are empirically related to outcome 
have been developed for clients, therapists and supervisors. adherence studies 
(sexton & alexander, 2002) conclude that: “highly competent and competent ther-
apists have lower recidivism rates than borderline, or not competent therapists” 
(Barnoski, 2002, p. 3). thus, the systematic quality improvement and monitoring 
system of fft dissemination protocols was an important feature for the center.
Functional Family therapy
functional family therapy (fft) is a family-based empirically supported treat-
ment for adolescent behavior problems (alexander & sexton, 2002; sexton & 
alexander, 2003). fft is a multi-systemic approach focusing on relevant systems at 
several levels (individual, family, and community), and all domains of client ex-
perience (biological, behavioral, affective, cognitive, cultural and relational). fft 
integrates different theoretical backgrounds from behavioral, systemic, cognitive, 
and intra-psychic therapies. it also integrates multi-system clinical assessments and 
relationally based intervention techniques as an important part of the treatment. 
this therapy has a tradition of systematic dissemination protocols that include ongo-
ing training and supervision. 
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fft was developed during the late 1960’s and early 1970’s (alexander & Parsons, 
1973). the first treatment manual was developed as part of the Blueprints for vio-
lence Prevention program (elliot, 1998). the Blueprints program was based upon a 
systematic and independent review of over 1,000 published programs for youth. the 
review resulted in the identification of only ten programs that met the criteria of 
being effective, transportable, and adaptable to unique community settings (eliott, 
1998). in addition, fft is well founded in outcome research with over fourteen pub-
lished clinical trial studies, comparison group studies and evaluation results which 
suggest that, when implemented properly, fft has favorable outcomes in reducing 
recidivism compared to treatment as usual (probationary services; fft: 11%- 26%; 
probation: 38%-50%). simultaneously, fft ameliorates family functioning, improves 
communication and diminishes negativity between family members.
as a clinical model fft is both structured and flexible: structured by offering 
a fixed sequence of treatment strategies, flexible as it requires sensitive clinicians 
to carefully set out individualized treatment strategies (alexander & sexton, 2002; 
sexton & alexander, 2002). in the first phase, called the engagement and motivation 
phase, the main goals are to (1) create a ‘balanced’ therapeutic alliance, (2) reduce 
blaming and negativity and (3) redefine the problem as a problem with a family 
focus. during the engagement and motivation phase there is an ongoing relational 
process between therapist and clients involving both validation of the clients’ per-
spective and reframing by the therapist (i.e. change of meaning, reducing negativity 
and blame, challenging the family to change, and linking family members together 
[family focus]). the reframing statements are checked and – after being agreed 
upon by all family members- adjusted and reformulated by the therapist. reframing 
as such is much more than a set of cognitive techniques; it is viewed as a dynamic 
relational process between therapist and family. as a result of successful reframing, 
a balanced therapeutic alliance emerges, with an equal level of engagement of each 
family member towards the therapist. in order to be a successful fft therapist, rela-
tional skills are of major importance during this phase of treatment.
in the behavior change phase, the main goals are to identify relevant risk factors 
as targets for change, and to identify an implementation plan for change. it is impor-
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tant that behavior change plans match the unique family, each of its members and 
their relational functions. interventions focus on common risk factors and include: 
communication training, problem solving, negotiating, parental skills training and 
conflict management. in this phase the therapist applies more structuring skills.
in the last phase, the generalization phase, goals are to generalize, maintain, 
and support change by incorporating community resources. the primary aim is to 
encourage family members to solve their problems using the identified strengths and 
skills they have learned, and to reduce dependence on the therapist. interventions 
are set out to help the family generalize across different situations, be more effica-
cious in overcoming setbacks or relapse, and use community resources. attention 
must focus on motivating the families to continue to attend sessions again after fam-
ily life has improved. at the same time it is important that the therapist supports the 
family to rely on their own capacities.
Moving from an individual to a family focused practice
the majority of mental health centers in the netherlands are dominated by 
traditional treatment protocols consisting of individual focused cognitive behav-
ior-oriented approaches with a psychiatric foundation (doreleijers, 1995; vreug-
denhil, 2003). this was not different at ‘de derde oever.’ the primary program for 
at-risk youth, a day treatment program, consisted of a traditional group therapy 
program, carried out by socio-therapists and a psychotherapist/behavior therapist 
with psychiatric care. a range of individual therapies (cognitive behavioral therapy, 
creative therapy, music therapy, sport), education (school), psychiatric assessment 
and, if necessary, medication were applied as well. the day treatment normally lasts 
for 6-11 months and is divided into three phases in which privileges can be earned 
towards release. the day treatment center had already implemented evidence-based 
elements in 2000: the use of cognitive behavioral therapy during social skills training 
and aggression management and the development of a thorough phase oriented and 
goal-directed program. nevertheless, because of the push to develop and implement 
evidence-based programs the center decided to enhance the ongoing day treatment 
from an individually based program, to a more family based treatment program. it 
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was clear that such a change would be significant for both clients and staff. thus, a 
step-by-step implementation process needed to be developed for the treatment team 
as a whole. 
contextual family therapy had been used as an adjunct to the more individu-
ally based treatments provided by the agency. during the original course of the day 
treatment program, a family therapist invited parents to participate in treatment 
only irregularly. Working with parents was considered a family therapist’s task and 
was thus isolated from juvenile treatment. the primary family treatment was con-
textual family therapy. unlike in the united states, contextual family therapy in 
the netherlands has been widely practiced. family therapists can opt for training in 
contextual family therapy and about 10% of all family therapists in the netherlands 
consider themselves contextual family therapists. contextual family therapy was 
a model that had been trusted and easily adopted by the family therapists in the 
agency. 
the tranSForMatIon proCeSS: FroM an IndIVIduaL to a FaMILY 
FoCuS
de derde oever is a mental health center for juvenile delinquents with comor-
bid psychiatric disorders, with a strong psychiatric and medical orientation to the 
services provided because of the severity of the disorders of clients served. the 
mere introduction of a family model in this ‘culture’ posed a challenge for a num-
ber of reasons. medical approaches are based on ‘diagnosing’ individual risk factors 
in both juveniles (mental health problems, influences of peers, etc.) and parents 
(relational conflicts, parental psychiatric disorders, family history, level of educa-
tion), while family approaches like fft aim to reduce blame by incorporating more 
of a relational process focus which redefines the problem as a family problem (as is 
necessary in fft), reducing blame while maintaining responsibility, and focusing 
on client and family strengths. overcoming this challenge required the develop-
ment of trust between the family therapy consultant, local family therapists and the 
psychiatric directors of the treatment facilities. this type of strong relational alliance 
30
chaPter 2
was developed by means of careful and patient development of a joint vision of the 
project, carried forth with a purposeful focus on creating a solid partnership during 
the implementation of fft.
after the identification of fft as the model to be used, care was taken to intro-
duce the staff to both the clinical model and its developers prior to implementing a 
wide scale training process. an early pilot was undertaken to learn about fft, see 
how it works, and start a pilot application in the mental health system of the neth-
erlands. the pilot involved presentations of the model, case discussions, and clinical 
demonstrations using fft with dutch families by one of the fft model developers 
(sexton). this slow and collaborative process also allowed for the critical relation-
ships between staff and fft model developers to be established. as a result of these 
relationships, trust, credibility, and familiarity with everyone involved was devel-
oped, allowing the project to proceed. one of the model developers provided these 
early trainings and worked with dutch families to test the potential replication. the 
outcome of this patient process was a strong psychological commitment to the treat-
ment model (fft) and a strong partnership between the trainers, agency and staff. 
among the first challenges in transforming the center into an evidence-based 
practicing site was obtaining staff support and acceptance of the implementation of 
an evidence-based model into a system with a pre-existing model currently used by 
the staff. although contextual family therapy (nagy & kresner, 1986) has a theo-
retical background and implies a model for clinical assessment and interventions, it 
lacks the tradition of empirical research. for that reason, contextual family therapy 
could not be used as the core of an evidence-based therapy for treating families of 
juvenile delinquents. however, implementing an evidence-based us model required 
that it ‘fit’ with the prevailing contextual model, as this ‘fit’ was important in order 
to engage the staff to accept and support the implementation of fft. 
overcoming this challenge required attention to the relational impact of bringing 
in a different family therapy rather than staying with what was already in use and 
preferred by staff. the challenge was overcome by discussions of similarities and 
differences between contextual family therapy and fft. three central tenets in 
contextual family therapy provided a common link with fft that became relevant 
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to the implementation of fft. first, contextual family therapy asserts that the loy-
alty between different generations of (biological) family members cannot be broken. 
if a child is forced to break their loyalty towards one of his/her parents, symptoms 
will appear (e.g. emotional problems). in theory this is referred to as ‘split loyalty.’ 
a second central theme in contextual family therapy is the so-called ‘relational 
ethics.’ this implies that a child has the right to receive (unconditional) parental 
care, love and guidance. as caring for another person provides a way to ‘earn’ loyalty 
(‘obtained loyalty’), a child might display behavioral attempts to take care of his/her 
parent(s) for some time, even though the child has the right to be cared for them-
selves. When a child has been neglected, abused, has taken on too many parental 
responsibilities (‘parentification’), or is forced to be disloyal to one of the parents, a 
child will ‘build destructive right’ posing a major problem within the family. contex-
tual therapy uses the term ‘destructive right’ to illustrate that parents, who suffered 
from childhood neglect themselves, claim the ‘right’ to be taken care of by their own 
children. instead of being balanced educators they are trapped in reversed roles. 
clinical interventions practiced by contextual family therapy also provide com-
mon ground. for example contextual approaches include intervention that focus on 
many-sided coalition (the therapist supports all individual family members), taking 
action (instead of only talking about emotions and/or what should be done), recog-
nition of all investments family members have made to help each other instead of 
stressing what one has left to do, and reducing blame. the principles of therapeutic 
intervention in contextual family therapy are composed of components similar to 
the principles of fft. for example, ‘recognition’ is comparable to ‘validating’ in fft, 
‘reducing blame’ is a primary goal in the engagement/motivation phase of fft, and 
‘taking action’ is interchangeable with ‘behavior change.’ 
despite the similarities, there are important differences between fft and con-
textual family therapy. a major difference lies in contextual therapy considering 
loyalty of family members to each other and to other generations as one of the many 
influences on relations between family members, whereas fft places much more 
emphasis on family dynamics as observed during the engagement/motivation phase. 
furthermore, during the contextual therapy intake phase, family history is assessed, 
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typically inviting more family members (i. e. multiple generations of the family than 
fft would. in addition, success in fft is linked to close adherence to the model 
(Barnoski, 2002). 
upon establishing the similarity of model principles (between fft and contextu-
al therapy) it became important to also use the talents, knowledge and expertise of 
the in-house contextual therapy supervisor. during the early pilot the contextual 
supervisor (van dam) received specific and individual training in order to become a 
clinical leader and advocate of fft for the team. her ability to adopt fft along with 
the fft model developer’s ability to successfully use fft with dutch families helped 
demonstrate the viability of the model in the dutch culture. this strong collabora-
tion in addition to the respect of pre-existing skills and knowledge was critical in 
gaining acceptance of fft by the staff within the organization. 
the development of a treatment delivery system that matched both the needs of 
de derde oever and at the same time supported the principles and clinical protocols 
of fft was also a collaborative process. one of the fft model developers worked 
together with the primary treatment staff over the course of 6 months in collabora-
tive discussions that ‘co-constructed’ a unique day treatment model. this collabora-
tive process resulted in a number of subtle adjustments to the model. three areas of 
adjustment quickly arose: 1) development of an integrated day treatment and fft 
model, 2) adjustments generic to implementing a family based model into a primar-
ily medical treatment environment, and 3) adjustments to the fft clinical model 
because of different cultural settings. 
given the individual focus of the treatment setting, slow steps were taken to 
include parents in treatment and to integrate other staff (socio-therapists and day 
treatment staff ) into a comprehensive system focused on a family approach. since 
both juveniles and parents (often) lack basic communication skills and/or are 
engaged in serious conflicts, we started with motivating all families to participate 
in a Parent management training course already in use at the center (Patterson, 
1982). for some parents, their educational potential was diminished by their own 
psychiatric problems, relational conflicts, or the neglect and maltreatment they had 
suffered in childhood themselves. When necessary they received individual therapy 
the imPlementation and the cultur al adjustment of fft
33
sessions. in addition, the family therapist started participating in parental assess-
ment and treatment from the onset of the program. during intake a family focus 
was constructed and parents were motivated to join the day treatment. the juvenile’s 
mentor/socio-therapist kept a weekly parental contact in order to exchange infor-
mation about the juvenile’s functioning at home as well as within the day treatment 
center. this resulted in a more balanced alliance between the juvenile and his men-
tor on one hand, and the juvenile and his parents on the other hand. during treat-
ment progress conferences, both progress and emerged problems of juveniles and 
their parents were discussed and adjusted in the treatment plan. furthermore, it was 
deemed necessary to include a culturally diverse staff to meet the heterogeneity of 
the treatment population. more than 35% of youth in the day treatment program 
were moroccan. as a result, a moroccan family worker joined the team. 
the integrated system that emerged from these discussions began with an intake 
session attended by juvenile, parent(s) and probation officer, and conducted by two 
staff members (a psychologist or psychiatrist and a family therapist), in order to 
receive an accurate description of the problem by both the juvenile and the family. 
furthermore both parents and the juvenile were engaged and motivated to join in a 
family based treatment, starting within 1 – 2 weeks of intake and carried out by an-
other family therapist. in the two following sessions with the parent(s), educational 
skills, partner relationship, psychiatric disorders of the parents themselves, and fam-
ily history (including loyalty and parentification) are dealt with. the two sessions 
with the juvenile helped assess the mental health problems of the juvenile. 
following the center intake, functional family therapy began with the engage-
ment/ motivation phase. only severe mental health problems of the juvenile or the 
family members that cannot be postponed to the generalization phase are dealt with 
immediately (e.g. depression or psychoses of the juvenile, alcohol abuse of a parent 
with a risk for immediate danger, or violence in the family). as the engagement/mo-
tivation phase and the following behavior change phase of fft last only two to three 
months, individual treatment of both juvenile and parent(s) can only first be started 
– if necessary - while fft fades out, during the generalization phase. family therapy 
has a much stronger impact during its different phases (1) when it is not being 
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counteracted by individual sessions of clients, in which clients escape working in the 
family by complaining to an individual oriented therapist and (2) the therapeutic al-
liance of the family therapist with one of the family members cannot be threatened. 
training and Supervision
once comfortable with the value and relevance of the fft model and the new 
treatment delivery system, functional family therapy training began. training 
followed the us national training standards for fft (alexander et al., 2000; sex-
ton & alexander, 2004) and consisted of three workshops done by the fft model 
developer over the course of a year. in addition, the site’s family therapist (van dam) 
provided weekly individual and group supervision. her work was, in turn, super-
vised by the fft model developer. the challenge in this training protocol was to 
maximize treatment integrity while at the same time taking into account the dutch 
culture and, more specifically, the unique treatment delivery system. as with other 
implementation challenges, potential cultural problems were overcome by a collab-
orative dialogue that helped the staff fit their work to fft and helped the fft model 
developer learn the unique characteristics of the dutch culture. What was important 
was that as the fft developer learned more about the culture and was able to ‘match’ 
his approach to the culture and the structure of the training program, and treatment 
could remain as it is in the us. this suggests that it may be less of ‘what’ is done 
and more important ‘how’ it is implemented that required a significant amount of 
discussion between the mental health center staff, the resident psychiatrist, and the 
model developer/trainer.
outCoMeS oF the Center tranSForMatIon
three outcomes mark the success of implementing an evidence-based program: 
client behavior changes, the delivery of services consistent with the program, and 
measures of successful model implementation (sexton & alexander, 2004). given 
the early stage of implementation client outcomes are not yet available. however, the 
transformation of this individually focused psychiatric-oriented day treatment pro-
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gram can be tracked by measuring the number of family sessions (pre and post mod-
el implementation) and the adherence to the model by therapist. the latter measures 
are particularly relevant in this case. an increase in family sessions (as compared to 
individual sessions) would suggest that the system was successful in transforming 
itself from a psychiatrically oriented individual system to a family therapy focused 
one. measures of model adherence suggest that the model is culturally adaptable and 
potentially effective given previous research that has linked model adherence with 
client outcomes in fft (Barnoski, 2002). 
figure 1 illustrates the change in service delivery modalities from 2000 to 2004. 
the graph shows the relative percent of individual, parent management, and fam-
ily therapy sessions as a percentage of the total number of session delivered by the 
center. in 2000/2001 the primary modality of treatment was individual therapy; 
this is not surprising given the orientation of the center at that time. in 2002 the 
contextual family therapy model with Parent management training was imple-
mented with a moderate degree of success. Because of the issues noted above, it did 
not become a primary treatment modality. in 2003/2004 fft became the primary 
model of treatment, with treatment focused on whole families as the most frequently 
used intervention.  Parent management training is provided sometimes during the 
generalization phase of fft and individual sessions with parents are now only rarely 
provided. these results would suggest that fft was implemented in a way in which 
it became a central treatment as a result of the systematic implementation process 
described above. 
a second measure of success is the degree to which the therapists trained in 
fft were able to successfully replicate the model. this is a particularly important 
outcome because it demonstrates that fft can be adopted, learned, and success-
fully practiced in another culture and treatment delivery system. model adherence 
was measured using the therapist adherence measure (tam; sexton & alexander, 
2004). the tam is a supervisor rating of therapist model adherence. this measure 
has successfully been used in us fft studies and has been empirically linked to 
client outcomes i.e., Barnoski, 2002. a dutch clinical supervisor was trained in the 
tam system by one of the fft model developers using the same supervision model 
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as that used by Barnoski (2002); sexton, alexander, & gilman (2004). adherence 
ratings on the tam range from 0 (low) to 6 (high) across all clients on the therapist’s 
case load. rater reliability was developed through the individual supervision of su-
pervision noted above. in the Barnoski study (2002), therapist adherence ratings be-
tween 2 and 4 were typical of first year fft therapists. figure 2 illustrates the change 
in model adherence over the course of the first year of practice. during that time 
the dutch fft therapists moved from a low to a high average rating of adherence to 
the fft model across all clients. these results suggest that across the diverse client 
ethnic backgrounds and mental health disorders, therapist were able to successfully 
implement fft as it was designed. 
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FIGure 2. mean adherence scores Per theraPist divided over the first and 
latter half of evaluations
Source: Supervision ratings at CSS (Clinical Services System)
Score 0-1 = low; 2-4 = average; 5-6 = high
First half of evaluations = first 3 months
Latter half of evaluations = last 3 months
these data suggest that the systematic transformation of an individually focused 
psychiatric institution to a family based treatment center can occur. We suggest two 
principles were at the source of this change in focus. first, the systematic process 
of implementing the model helped staff adequately adjust. second, a specific model 
with specific clinical protocols helped the staff achieve success in implementing the 
model. finally, the model chosen fit within the existing culture of the agency. these 
findings are similar to the result of the center for the study and Prevention of vio-
lence (csPv) Blueprint program transportation project (mihalic & irwin, 2003).
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Cultural adjustments of FFt to the families in the netherlands
one of the goals of this project was to identify the cultural adjustments neces-
sary to transport a us family therapy model to the dutch system. although the usa 
and the netherlands differ in size, they share some of the same cultural background 
of the so-called Western world: the value of the individual, the ‘standard nuclear 
family’ (father, mother and two children), and the major religion of the christian 
church. as in the usa, the netherlands consists of a multicultural society, with 
many single-parents or newly formed families after suffering divorce, and a dimin-
ished role of church. there is an increasing multi-ethnic profile in the netherlands 
consisting of large moroccan, surinamese, and turkish groups that have immigrated 
into the country and broche part of the citizenship. thus, cultural sensitivity is a 
critical variable in the successful transportation of fft. 
use a modification of the task analysis approach (heatherington & friedlander, 
1990), the fft model developer (sexton) and the treatment staff identified a num-
ber of potential cultural differences that may impact both the delivery of fft. these 
differences will serve as the focus of specific future study. the cultural differences 
were identified from a systematic review of the cases to which fft had been applied 
during the first year of the project. the adjustments that had to be made are de-
scribed for (a) the engagement/ motivation phase and (b) the behavior change phase. 
as the netherlands is a multicultural society, adjustment for both the afro dutch 
people (suriname) and arab dutch group from morocco are mentioned as well. the 
analysis was not intended to change the model or the major process outcomes (phase 
goals), but instead where focused on the potentially unique strategies that might 
need to be used to reach the phase-based goals within this culture. 
it is important to note that fft was well suited for this adaptation because one of 
its core principles is ‘matching to’ to the unique family system. this means that each 
client is viewed as an individual and unique person. in particular, the fft principle 
of ‘matching to’ clients is imperative in order to be culturally sensitive in meeting the 
needs of the african dutch families originating from suriname, and the arab dutch 
families originating from morocco currently residing in amsterdam, the multi-eth-
nic capital of the netherlands. the principle of ‘matching to’ suggests that therapists’ 
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pursue the goals, principles, and primary interventions of the model, but do so in a 
manner that ‘fits’ the family and individual. a specific description of how the model 
was adapted while still maintaining its core principles are described below. 
cultural adjustments in the engagement and motivation phase. at the core of 
many of the common treatment approaches in the us is the idea of support and 
empathy. While important, the first author noted that this approach often results in 
the therapist complimenting his or her clients often, welcoming each family member, 
sometimes more than once, and engaging in a significant amount of small talk to be-
come acquainted. in the netherlands, such frequent and overt support and empathy 
does not fit the traditional cultural mores. for example, it is certainly appropriate to 
welcome your clients, but not to do so repeatedly. further, it is certainly appropriate 
to be understanding and supportive, but not too frequently. either of these behaviors 
would be interpreted as both superficial and artificial. to adjust for this cultural dif-
ference during the engagement/motivation phase of fft the amount of ‘small talk’ at 
the start of the session is diminished and therapists move more quickly to attending 
to the presenting problems. While the discussion of ‘problems’ is done in non-blam-
ing ways, in the netherlands a direct and specific focus on why we are here (e. g., 
problems) is appropriate, expected and necessary to match to cultural expectations. 
furthermore, within the afro-dutch group from suriname, many families consist 
of a (strong and authoritative) mother and her children. these are generally hard-
working women who can be difficult to motivate to come to all sessions. if they at-
tend the sessions however, it is possible to address them in an open manner, shorten-
ing the engagement/ motivation phase. an advantage of working with such clients 
is that the mothers are very influential to their sons who respect their mothers in 
general very much. a disadvantage is the fact that as soon as the occurring problems 
are being lifted, (and they often do when the mothers take their position as educa-
tor), they go back to work, forget being a mother, and fail to attend the sessions. 
in the fft model, sensitivity to the cultural differences required an adjustment in 
the way in which reframing was accomplished. according to the reframing inter-
vention in fft, the first step is to validate the family member’s position, emotion, 
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concern or issue followed by a reattribution that reduces negativity, blame, and the 
individual focused attention (sexton & alexander, 2004). although the validation 
part is very important, it was critical to be careful not to become too complimentary 
as it may obstruct forming an alliance with clients in the netherlands. for clients in 
the netherlands a validation remark is valued more if the therapist combines it with 
a challenge. for example: “i can see you really feel worried about your son and are 
hurt by his behavior. nevertheless it’s a challenge not to shout at him and to learn 
another way to show your commitment.” for the afro-dutch suriname families, 
convincing and confronting language was necessary to gain the credibility and al-
liance to result in the mother (parents) attending family therapy sessions. By being 
upfront in the early phase of treatment, engagement is often reached quickly, but 
obtaining motivation to stay in treatment and allowing support from a therapist is 
much harder. one might speculate that those mothers have learned to survive on 
their own without much support. these adjustments are well incorporated within 
the fft model. as currently designed (sexton & alexander, 2004), reframing is 
intended to be a relational process that matches to the family in a way that results 
in the desired feelings of alliance, motivation, and engagement in the first phase of 
treatment.
a cultural challenge met when working with the arab dutch group from morocco 
is the language barrier. even if a team member speaks arabic, recognizing that there 
is a lot of shame by both juvenile and parents’ regarding the youth’s criminal acts 
is important, as family honor is crucial in their culture. in addition, in most cases 
families have suffered many prejudices from dutch society and, sadly, also from 
dutch authorities. the mental health system as such is also considered to be a dutch 
authority and therefore not trusted by some of the arab-dutch people. home visits 
with a native speaking team member have proven to be a valuable solution to this 
problem. 
in order to adjust to this culture, the engagement/motivation phase is consider-
ably longer. Before active reframing, a lot of small talk and polite conversation is 
necessary for the therapist to be well received, and permission should be asked to 
interfere in family matters as an outsider. to engage these families, it is important to 
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validate both parents instead of allowing one parent alone to do all the negotiating. 
Parents often feel powerless and ashamed about losing authority over their children. 
the challenge is not to obtain motivation for cooperation, but engagement and alli-
ance with both parents and children in a respectful way, so that the parents maintain 
their ‘one-up’ position in the hierarchy.
Cultural adjustments in the behavior change phase
in the behavior change phase of fft the focus is on the development of within 
family behavioral competencies with the aim of building family protective factors 
(sexton & alexander, 2004). the second adjustment to the model was related to de-
termining a culturally sensitive means for effective instruction of the clients on how 
to change their behaviors. typical fft behavior change sessions in the us showed 
that even if there was a well-formed alliance, the critical instructions for behavior 
change were not direct enough in order to be useful in dutch settings. 
in the netherlands, after a strong alliance with the family members is met, it is 
best to give straightforward advice about what to change. for example: if a father 
is very worried about his son and is showing this by shouting at him frequently, a 
therapist in the netherlands would start by engaging and reframing the hurt. if the 
reframing is accepted by the father, the therapist would not repeat over and over 
that the father is hurt. rather, he would state directly that he or she understands 
the father’s position, but that it is really not helpful to shout, and then assist him in 
finding alternative ways to show his hurt. in general, in the netherlands, the fft 
therapist acts more as a teacher when compared to therapists in the united states. 
When problems exist for dutch parents, for example because they have forgotten to 
take a firm role as a parent and confuse communication skills with their responsibil-
ity to set rules and limits for their children, it is permitted for a therapist to be direct 
in sharing these observations and train them in effective parenting skills.
When seeing afro-dutch parents (often mothers) it is important to keep them 
motivated by being upfront as a therapist when they fail to attend sessions, as men-
tioned before. But, since parents of surinam juveniles have no problem being an au-
thority for their children the therapist should be careful to respect this authority. for 
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the moroccan families the behavior change phase is relatively short once a balanced 
alliance is reached with each family member. the behavior change phase is relatively 
‘easy’ as the juvenile considers it culturally acceptable to acknowledge the authority 
of his parents and the parents are very willing to accept and execute the advice of the 
therapist. 
adjustments to the implementation of FFt of in the netherlands
functional family therapy has been successfully implemented in over 130 dif-
ferent communities in the united states following a systematic protocol of imple-
mentation (alexander, Pugh, Parsons, & sexton, 2000; sexton & alexander, 2005). 
these communities certainly reflect a dramatic diversity representing rural and 
urban settings, along with ethnically diverse clients and therapists. international 
implementation of an american-based model of family therapy required a serious 
consideration of the method and technologies of model implementation. consid-
eration of these issues is essential given that many (elliott, 1998; u.s. Public health 
service, 2001) consider implementation to be among the most critical aspects of 
evidence-based practices. Without successful implementation, the potential clinical 
value of any model of treatment will not be realized. the implementation of fft is 
based on direct training by the model developers (alexander & sexton, 2002); fol-
low up instruction by a trained fft consultant, and ongoing on-site and telephone 
supervision (see alexander et al., {2000}, for a detailed description of the systematic 
implementation protocol). 
moving fft to the netherlands required consideration of the long distance and 
its impact on training and the language barriers between trainer and trainee. lan-
guage barriers in clinical supervision were also significant barriers. although the 
team members speak adequate english, supervision was prone to the risk of missed 
subtleties. therapy is, by its very nature, symbolic and culturally bound. to over-
come the language barrier, it was critical that the fft trainer and the local experts 
work together to develop a way to overcome the missed meanings in the language 
translation. this problem was tackled by installing two of the authors as co-supervi-
sors and stressing the importance of the team’s commitment to cooperation efforts 
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with the supervisor. as a result of language barriers, training was slower and re-
quired significant work on the part of the trainer to become familiar with the team 
and its language. clinical supervision (e.g., through a one way mirror and video 
tapes of family sessions) required the team and the trainer to work together to share 
the intention and meaning behind the common words and language. in the end, the 
language barrier was used as a means for developing a working alliance between the 
trainer and the team that helped develop a sense of mutual respect and trust. 
to ensure adequate implementation, four adaptations to the typical fft imple-
mentation protocol were made. first, the netherlands fft team and the fft clinical 
supervisor had regular phone supervision calls. having a relationship already estab-
lished between the team and the fft supervisor made the use of phone supervision 
a viable technology for use in this case. second, the long distance supervision and 
quality assurance was enhanced through the use of the fft-css (clinical services 
system), a web-based clinical management system. the fft-css is used by ev-
ery fft therapist at each site that implements the model. the web-based, hiPPa 
compliant system is a data management system that tracks service delivery profiles 
(e. g., session frequency, session type, dropout, no-show etc.), pre- and post-therapy 
client outcomes, and therapist adherence ratings (as conducted by the supervisor). 
in addition, the system requires the use of comprehensive fft based progress notes 
that record the session goals, session accomplishments, reframes used, and relational 
assessments (see sexton & alexander {2004} for a more detailed explanation of these 
concepts). use of the css allowed the fft consultant to adequately understand the 
service delivery patterns of the team thereby being more able to provide clinical su-
pervision. third, implementation was enhanced by training of an on-site fft clini-
cal supervisor. the senior author travelled to the us and received advanced training 
to provide on-site clinical oversight of the implementation process. finally, in order 
to provide culturally sensitive training, a fft training tape of therapy sessions with a 
dutch family was developed by one of the fft model developers. the development 
of this tape allowed for team members and therapists to see fft in use with a family 
of the culture in which it was being implemented.
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dISCuSSIon
de derde oever, a psychiatric treatment center for juvenile delinquents, is the 
first forensic treatment center in the netherlands to systematically adopt an evi-
dence-based family treatment model for delinquent adolescents. the desire to 
implement an evidence-based practice stemmed from the need to confront a rising 
problem among behavior-disordered youth in the netherlands, as well as the need to 
provide an accountability based clinical intervention program. as in other profes-
sional cultures family therapy is not regarded as the treatment of choice. Within the 
dutch forensic field, the leading opinion is that the success of juvenile treatment 
depends on the cooperation of the family, thus working with parents is very impor-
tant. however, it is generally considered that “parents are not motivated,” and “do 
not show up when you organize an evening for parents once a month, so it will not 
be possible to see them weekly.” 
over the course of one year, functional family therapy was integrated into the 
core of a day treatment center. as an american evidence-based practice there was 
initial concern about the cultural sensitivity of fft in regard to the ethnic differ-
ences among the dutch population. nevertheless the implementation process of the 
last few years has proven it to be possible to work with almost all families, and the 
functional family therapy (fft) model was implemented without major theoretical 
changes. there were, however, major challenges in adapting fft. for example, the 
primary mission of the center ‘the individual (disturbed) patient comes first’ had to 
be changed in ‘engaging with and motivating the (healthy parts of) the family first.’ 
the changes that were made are adjustments necessary to make the model fit into a 
mental health center, integrate the insights of contextual therapy and the (different) 
culture(s) of the netherlands without changing the model of fft itself.
the initial success of implementing fft into a different culture and within a 
primarily psychiatric center of mental health care was based on three primary is-
sues. first, the model developers and the center collaborated in order to develop an 
alliance to work together. this alliance, built on mutual trust and credibility, al-
lowed for the site to acknowledge and implement the suggestions of the fft team 
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while allowing the fft team to make necessary model adjustments to fit the unique 
implementation and clinical challenges. in the end, this collaborative venture left the 
core of fft intact and adapted only the way in which it was taught and the manner 
in which it was delivered. second, the issue of cultural sensitivity of the model was 
closely examined. few elements of the fft theoretical model were changed. the 
phasic nature of the model remained the same and the original core conceptual and 
theoretical principles are applied. in fact, the ‘matching to’ the client principle served 
to empower the netherlands fft team to find unique and culturally sensitive ways 
to meet the goals of each phase of fft in a manner that matched the unique needs 
of the family they were helping. in some cases the model became more direct in its 
application and in others, certain phases were prolonged. in the end, the integrity 
of the model remained unaffected while being implemented in a way that matched 
the unique cultural and ethnic variations of the client. finally, implementation was 
altered relying heavily on technology in order to closely monitor the service deliv-
ery system of the new site. in doing so, the fidelity of the fft model was retained 
despite the great distance. 
this article is a report of one of the first published accounts of an international 
replication of an american evidence-based family therapy model. this is not an out-
come replication, but a replication of the transportation model of fft and its ability 
to fit within a culturally different mental health setting and refocus the center in a 
family therapy direction. despite the great diversity of clients, the significant chal-
lenges to implementation, and the many local barriers to success, fft has become 
an integral part of an internationally-based forensic mental health system. indeed, 
there is much more to learn about adaptation of american practices in diverse 
cultures. in this replication the outcome would suggest that fft, when implemented 
with flexibility and in accordance with the principle of ‘matching to,’ can be cultur-
ally sensitive to both service delivery systems and unique client factors. 
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aBStraCt
the present study focuses on the validity of questionnaire self report of psycho-
pathology and parent-child relationship quality for juvenile delinquents with severe 
behavioral and psychiatric disorders by comparing information derived from ques-
tionnaire self report with information from other sources, including parent report, 
in-depth interviewing, behavioral observation by clinicians, and official criminal 
records. the sample consisted of n = 33 juvenile delinquents with psychiatric dis-
orders. the juvenile delinquents did not report increased levels of psychopathology 
or poor relationships with their parents, which is inconsistent with the fact that all 
juvenile delinquents were in day treatment for severe behavioral maladaptation and 
relationship problems. moreover, parent ratings of psychopathology were consis-
tently in the clinical range and relationship quality was evaluated as very poor by the 
parents (d > .80). We conclude that screening instruments for psychopathology and 
assessment of relationship quality relying on questionnaire self report may not yield 
valid scores in this (extreme) population of juvenile delinquents.
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IntroduCtIon
juvenile delinquents show considerably more psychopathology than adolescents 
from the general population (e.g., doreleijers, 1995; doreleijers, moser, Thijs, van en-
geland, & Beyaert, 2000). in Bulten’s study (1998) young adult delinquents displayed 
five to eight times more psychiatric problems than peers from the general population. 
vreugdenhil, van den Brink, Wouters, ferdinand, and doreleijers (2004) interviewed 
204 incarcerated boys, aged 12 to 19 years, in six closed correctional facilities, using 
the disc-c, which is an in-depth psychiatric interview based upon the dsm iv 
classification system. ninety percent of the subjects were classified as having at least 
one psychiatric disorder, such as substance abuse, psychotic symptoms, adhd or 
internalizing disorders. notably, the high incidence of psychopathology was contra-
dicted by relatively low scores on the externalizing scale of the youth self report, 
which raises the question as to whether the assessment of psychopathology by means 
of self report is appropriate for high risk clinical samples, such as juvenile delinquents 
with psychiatric disorders. vreugdenhil et al.’s findings are in line with other stud-
ies showing that self report produces unrealistically low scores of psychopathology 
in adolescents with life course persistent antisocial behavior (Barkley, 1998; loeber, 
green, lahey, & stouthamer-loeber, 1989).
additional evidence for under-reporting of psychopathology in clinical samples 
stems from epidemiological studies revealing that the frequency and severity of 
problems reported by parents and children vary by the clinical status of the child. in 
non-clinical samples, self reporting by young people shows higher rates of psychopa-
thology compared to parent report of psychopathology of their children (achenbach, 
1991a, 1991b; stanger & lewis, 1993; verhulst, van der ende, & koot, 1996, 1997), 
whereas in clinical samples youth ratings tend to be lower than parent ratings (ka-
zdin, french, & unis, 1983; kolko & kazdin, 1993; mokros, Poznanski, grossman, & 
freeman, 1987; Thurber & osborn, 1993; Thurber & snow, 1990). 
explanations for under-reporting psychopathology by adolescents in clinical 
samples may be found in unrealistic self-perception, biased attribution processes and 
lack of self-reflection (dodge, 1993; kazdin, 1993; moffitt, 1990). Baumeister, smart, 
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and Boden (1996) found that juvenile delinquents show high narcissism and inflated 
self esteem. for example, the assessment of juvenile delinquents’ self esteem with the 
rosenberg self-esteem measure yielded unrealistically high ratings on self esteem. 
gibbs (2003) emphasizes that denial and trivializing emotions are frequently used de-
fense mechanisms in juvenile delinquents to protect themselves from being offended. 
more valuable information on psychopathology in juvenile delinquents may be ob-
tained by using parent report in addition to youth self report. information from parents 
is also important when investigating parent-child relationship quality. in a prospective 
national population study dornbusch, erickson, laird, and Wong (2001) found that de-
linquency and violent behavior were most strongly predicted by parent report of family 
connectedness, and not, or only to a much lesser extent, by adolescent report of family 
closeness. a possible explanation (dornbusch et al., 2001) might be that parents react 
to deviant behavior of their child by feeling less close, whereas the adolescent does not 
perceive drifting away from conventional societal norms and reports the same emo-
tional closeness. Parents may also feel abandoned by their child, who spends increasing 
time with (deviant) peers outside the home. as a consequence parents feel powerless 
to monitor their children. notably, there could be a connection between parent report 
of family closeness and parents’ monitoring activities of their children (stattin & kerr, 
2000).
in sum, several studies have shown that children at high risk for antisocial behavior 
minimize symptoms of psychopathology on self report questionnaires, and one study 
revealed that delinquents may deny poor relationships with their parents. however, 
under-reporting of psychopathology and poor parent-child relationship quality by 
adolescents was not hypothesized in those studies. in other words, the underestimation 
of psychopathology and poor relationship quality has been a post-hoc finding, and is 
therefore in need of replication. We expect that juvenile delinquents with psychiatric 
disorders will underreport psychopathology and underestimate poor relationships with 
their parents on standardized checklists. This should be reflected in relatively low scores 
for psychopathology and relatively high scores for relationship quality when compari-
sons are made with normative scores for the general and clinical population, and when 
comparisons are made with parent report of psychopathology and relationship quality. 
50
chaPter 3
Method
participants
Participants were n = 33 juvenile delinquents (and their parents) with a diag-
nosis of behavioral and psychiatric disorders, receiving psychiatric treatment in a 
day treatment center, and for whom criminal data had been gathered in officially 
confirmed reports. the population of the day treatment center consisted mainly of 
juvenile delinquents from 12 to 21 years of age with psychiatric disorders (such as 
psychosis, adhd, internalizing and externalizing behavior problems, as well as Per-
vasive development disorders). referral for day treatment was based on the co-oc-
currence of family problems, indicating that the parent-child relationship was seri-
ously threatened. treatment was judicially imposed after independent psychological 
and psychiatric consultation. the vast majority of these boys had been convicted for 
having committed violent crimes. the duration of treatment in the center was de-
pendent on progress in psychosocial functioning and diminished risk of recidivism. 
the average duration was about one year.
subjects included in this study were boys enrolled in the day treatment center 
from march 2001 until january 2004 (n = 33), and their parent(s). ages ranged from 
13 to 20, (mean = 15.9 years): 46% of the boys came from single-parent families, 
and 42% came from families with both parents present. almost half of the boys 
(46%) were ethnically dutch, while the rest came from ethnic minority backgrounds. 
all subjects completed the youth self report (ysr), the child Behavior checklist 
(cBcl), the Buss durkee hostility inventory (Bdhi), and the Parent child inter-
action questionnaire (Pachiq). Parents, mostly mothers, were asked to fill in the 
forms during the intake. 
Measures
the child Behavior check list (cBcl) obtains reports from parents regarding 
their children’s behavioral and emotional problems. the cBcl contains118 items 
describing specific behavioral and emotional problems and two open-ended items 
for reporting additional problems. Parents rate their child as to how truly each item 
the validit y of questionnaire self rePort
51
depicts the child in the present or during the past six months. extensive reliability 
and validity data have been reported by achenbach and rescola (2001). We found 
the following reliabilities, in terms of cronbach’s alpha: withdrawn behavior α = 
.78, somatic complaints α = .34, anxious/depressed α = .85, social problems α = .80, 
thought problems α = .84, attention problems α = .85, delinquent behavior α = .80, 
aggressive behavior α = .94, internalizing α = .85, externalizing α = .93 and total 
problems α = .94. 
in order to make comparisons between juvenile delinquents and reference groups, 
general and clinical normative data were derived from a dutch representative sample 
of 440 boys aged 12 to 18, drawn from the general population (verhulst, van der 
ende, & koot., 1996; verhulst, van der ende, & koot, 1997), and a dutch repre-
sentative sample of 328 clinically referred boys aged 12 to 18 (verhulst et al., 1996; 
verhulst et al., 1997). 
the youth self report (ysr) is derived from the child Behavior check list. it has 
been designed for use with adolescents aged 12 to 18. the ysr contains 112 items 
that measure eight symptoms: withdrawn behavior, somatic complaints, anxiety 
and depression, social problems, thought problems, attention problems, aggressive 
behavior, and delinquent behaviors (achenbach, 1991a). the first three subscales 
constitute the broad-band scale for ‘internalizing’ problems, whereas the next two 
subscales constitute the broad-band scale for ‘externalizing’ problems. the scale 
for total problems represents behavioral and emotional functioning. reliability and 
validity have been well established (achenbach, 1991a). We found the following reli-
abilities in terms of cronbach’s alpha: withdrawn behavior α = .75, somatic com-
plaints α = .59, anxious/depressed α = .86, social problems α = .31, thought problems 
α = .75, attention problems α = .66, delinquent behavior α = .78, aggressive behavior 
α = .91, internalizing α = .88, externalizing α = .93 and total problems α = .96. 
in order to make comparisons between juvenile delinquents and reference groups, 
general and clinical normative data were derived from a dutch representative sample 
of 495 boys aged 12 to18, drawn from the general population (verhulst et al., 1996; 
verhulst et al, 1997), and a dutch representative sample of 418 clinically referred 
boys aged 12 to 18 (verhulst et al., 1996; verhulst et al., 1997). 
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the Buss durkee hostility inventory (Bdhi) was originally developed by Buss 
and durkee (1957) and was revised by Buss and Perry (1992). lange et al. (1995), 
who translated the instrument into dutch, found two independent factors: overt 
(direct) and covert (indirect) aggression. direct aggression represents the combina-
tion of physical and verbal aggression. anger and hostility are the core concepts of 
indirect aggression. the items of the “true” and “not true” type are filled in by the 
subjects themselves. extensive reliability and validity data have been reported by 
lange et al. (1995). We found the following reliabilities (cronbach’s alpha): direct 
aggression α = .87 and indirect aggression α = .83. 
in order to make comparisons between juvenile delinquents and reference groups, 
general and clinical normative data were derived from a dutch representative sample 
of 225 respondents aged 15 to 40, drawn from the general population, and a dutch 
representative sample of 104 clinically referred respondents aged 13 to 25 (kodde, 
rullmann, spaargaren, & Waltman, 1994).
the Parent child interaction questionnaire (Pachiq) is based on the family 
assessment measure (skinner, steinhauser, & santa-Barbara, 1983), which focuses 
on dyadic family relationships. the Pachiq, which has been translated into dutch 
by lange, Blonk, and Wiers (1998), assesses parent-child relationship quality in 
terms of democratic communication skills (parent report) and parental acceptance 
and authority (adolescent self report). the following reliabilities were found for 
the Pachiq-Parent version: democratic communication skills mother α = .83, and 
democratic communication skills father α = .90. for the Pachiq-child version we 
found α = .81 for the mothers and α = .86 for the fathers on the authority scale. We 
found α = .87 for the mothers, and α = .90 for the fathers on the acceptance scale. 
in order to make comparisons between juvenile delinquents and reference groups, 
general normative data were derived from a dutch representative sample of 288 ado-
lescents, aged 13 to 16, and their parents, drawn from a regular high school popula-
tion (lange et al., 1998). there were no clinical normative data available. 
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 reSuLtS
 
to investigate the validity of questionnaire self report of psychopathology and 
parent-child relationship quality in juvenile delinquents with severe behavioral and 
psychiatric disorders, we compared juvenile delinquents with adolescents and their 
parents in the general and clinical population. a series of t-tests were conducted on 
all ysr scales, cBcl scales, Bdhi scales, and Pachiq scales. for comparisons with 
the clinical population on the ysr and cBcl effects at p < .001 (one-tailed) were 
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ta BL e 1 .  YSr :  p SYC hopat hoL o G Y I n J u V e n I L e de L I nqu e n t S :  C oM pa r I S on S W I t h 
B oYS dr aW n F roM t h e G e n e r a L a n d C L I n IC a L p op u L at Ion
syndromes
narrowband
Withdrawn 
somatic complaints
anxious/depressed
social Problems
thought problems
attention problems
delinquent behavior
aggressive Behavior
Broadband
internalizing
externalizing
total problems
*   p <  .05, ** p <  .01, *** p <  .001, ¹ = significant
n
32
33
33
33
33
33
33
33
33
33
33
m
2.66
1.61
3.97
2.51
1.33
4.64
4.79
7.58
7.94
12.36
33.24
sd
2.70
1.84
4.55
1.73
2.09
2.90
3.81
6.70
7.12
10.01
23.72
Juvenile delinquents
m
2.35
2.07
4.05
2.56
1.16
4.62
3.64
7.59
8.35
11.23
32.83
sd
2.01
2.09
3.33
2.11
1.54
2.73
2.46
4.76
5.65
6.41
16.31
General
m
4.08
2.78
7.45
3.83
1.76
6.45
4.38
10.75
13.83
15.12
46.32
sd
2.83
2.92
5.99
3.09
2.17
3.54
3.05
6.90
9.44
9.04
23.83
Clinical
t
.64
-1.45
-.10
-.16
.48
.03
1.73
-.01
-.33
.65
.10
d
.11
-.25
-.02
-.03
.08
.04
.30
-.00
-.05
.11
.02
Juvenile delinquents vs. General
t
-2.99
-3.67
-4.39
-4.37
-1.18
-3.59
.61
-2.72
-4.75
-1.58
-3.17
d
-.53
-.64
-.76
-.76
-.20
-.63
.11
-.47
-.83
-.28
-.55
Juvenile delinquents vs. Clinical
***1
***1
***1
***1
***1
**
***1
**
considered significant. for comparisons with the general population effects at p < 
.05 (two-tailed) were considered significant in order to avoid a type two-error, that 
is, a decision to accept the null hypothesis when it is actually false. notably, we were 
now testing for similarities between groups, and not for differences. for compari-
sons with the general and clinical population on the Bdhi and Pachiq, effects at p 
< .05 were considered significant (two-tailed for comparisons with the general popu-
lation and one-tailed for comparisons with the clinical population). cohen’s d was 
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2.07
4.05
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1.16
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3.64
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8.35
11.23
32.83
sd
2.01
2.09
3.33
2.11
1.54
2.73
2.46
4.76
5.65
6.41
16.31
General
m
4.08
2.78
7.45
3.83
1.76
6.45
4.38
10.75
13.83
15.12
46.32
sd
2.83
2.92
5.99
3.09
2.17
3.54
3.05
6.90
9.44
9.04
23.83
Clinical
t
.64
-1.45
-.10
-.16
.48
.03
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-3.67
-4.39
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-1.18
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-.76
-.76
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-.63
.11
-.47
-.83
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-.55
Juvenile delinquents vs. Clinical
***1
***1
***1
***1
***1
**
***1
**
used as an index of effect size. cohen (1988; 1992) defined an effect size of d = 0.20 
as small, an effect size of d = 0.50 as medium and an effect size of d = 0.80 as large.
adolescent self report of psychopathology (YSr)
there were no significant differences in questionnaire self report of psychopa-
thology between juvenile delinquents and boys in the general population (table 1). 
comparisons with boys in the clinical population, however, showed significantly 
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ta BL e 2 .  C B C L :  p SYC hopat hoL o G Y I n J u V e n I L e de L I nqu e n t S :  C oM pa r I S on S W I t h 
B oYS dr aW n F roM t h e G e n e r a L a n d C L I n IC a L p op u L at Ion
syndromes
narrowband
Withdrawn 
somatic complaints
anxious/depressed
social Problems
thought problems
attention problems
delinquent behavior
aggressive Behavior
Broadband
internalizing
externalizing
total problems
*   p <  .05, ** p <  .01, *** p <  .001, ¹ = significant
n
29
26
29
29
27
29
28
29
28
29
29
m
6.38
2.12
9.09
4.18
2.81
13.00
10.47
14.83
16.53
25.05
65.99
sd
3.95
1.51
6.02
3.71
3.31
6.37
5.54
9.66
8.66
14.33
31.78
Juvenile delinquents
m
2.06
0.90
2.51
1.10
0.38
3.46
1.58
4.77
5.36
6.35
18.50
sd
2.41
1.35
3.02
1.56
0.92
3.00
2.00
4.64
5.36
6.13
14.73
General
m
5.66
1.95
7.44
4.69
1.47
9.15
4.64
13.95
14.46
18.59
51.79
sd
3.70
2.42
5.60
3.60
1.97
4.69
4.01
9.39
8.94
12.37
25.63
Clinical
t
.98
.56
1.48
-.75
2.11
3.25
5.57
.49
1.27.
2.43
2.41
d
.18
.11
.27
-.14
.41
.60
1.05
.09
.24
.45
.45
Juvenile delinquents vs. Clinical
*
**
***1
*
*
t
5.89
4.12
5.89
4.47
3.83
8.06
8.49
5.61
6.83
7.03
8.05
d
1.09
.81
1.09
.83
.74
1.50
1.60
1.04
1.29
1.31
1.51
Juvenile delinquents vs. General
***1
***1
***1
***1
***1
***1
***1
***1
***1
***1
***1
lower ratings for juvenile delinquents on the following scales: withdrawn behavior, 
somatic complaints, anxious/depressed, social problems, attention problems (nar-
rowband scales), and internalizing problems (broadband scale). 
parent report of psychopathology (CBCL)
compared to the general population, parents of juvenile delinquents rated their 
children significantly higher on psychopathology on all cBcl scales (table 2). com-
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syndromes
narrowband
Withdrawn 
somatic complaints
anxious/depressed
social Problems
thought problems
attention problems
delinquent behavior
aggressive Behavior
Broadband
internalizing
externalizing
total problems
*   p <  .05, ** p <  .01, *** p <  .001, ¹ = significant
n
29
26
29
29
27
29
28
29
28
29
29
m
6.38
2.12
9.09
4.18
2.81
13.00
10.47
14.83
16.53
25.05
65.99
sd
3.95
1.51
6.02
3.71
3.31
6.37
5.54
9.66
8.66
14.33
31.78
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4.77
5.36
6.35
18.50
sd
2.41
1.35
3.02
1.56
0.92
3.00
2.00
4.64
5.36
6.13
14.73
General
m
5.66
1.95
7.44
4.69
1.47
9.15
4.64
13.95
14.46
18.59
51.79
sd
3.70
2.42
5.60
3.60
1.97
4.69
4.01
9.39
8.94
12.37
25.63
Clinical
t
.98
.56
1.48
-.75
2.11
3.25
5.57
.49
1.27.
2.43
2.41
d
.18
.11
.27
-.14
.41
.60
1.05
.09
.24
.45
.45
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*
**
***1
*
*
t
5.89
4.12
5.89
4.47
3.83
8.06
8.49
5.61
6.83
7.03
8.05
d
1.09
.81
1.09
.83
.74
1.50
1.60
1.04
1.29
1.31
1.51
Juvenile delinquents vs. General
***1
***1
***1
***1
***1
***1
***1
***1
***1
***1
***1
parisons with the clinical population revealed no significant differences, except for 
delinquent behavior. juvenile delinquents were rated higher on delinquent behavior 
by their parents than were boys in the clinical population by their parents.  
adolescent self report of aggression (BdhI)
as shown in table 3, juvenile delinquents scored significantly higher than boys in 
the general population on direct aggression, but there was no significant difference 
with boys in the clinical population. With regard to indirect aggression, juvenile 
delinquents reported significantly less indirect aggression than boys in the clini-
cal population. a comparison with boys in the general population did not yield a 
significant difference on indirect aggression.
parent and adolescent report of parent-child interaction (paChIq)
juvenile delinquents’ parents rated themselves significantly lower on democratic 
communication skills than did parents in the general population (see table 4). in 
contrast, juvenile delinquents’ scores for parental acceptance and authority did not 
differ significantly from adolescents’ scores for parental acceptance and authority in 
the general population. 
dISCuSSIon
the goal of the present study was to investigate the validity of questionnaire self 
report of psychopathology and parent-child relationship quality in juvenile delin-
quents with severe behavioral and psychiatric disorders. our sample (n = 33) con-
sisted of juvenile delinquents from 13 to 20 years of age with psychiatric disorders. 
overall, the results of this study provide support for the hypothesis that juvenile 
delinquents with psychiatric disorders underestimate psychopathology and poor 
relationships with their parents. 
Problem scores on the youth self report were generally in the normal range, 
which is inconsistent with the fact that the juvenile delinquents were in day treat-
ment for severe psychiatric disorders, behavioral maladaptation and social problems. 
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m
110.75
109.10
34.66
34.78
85.55
83.14
sd
13.02
17.43
5.18
6.64
11.51
13.11
n
148
148
288
288
288
288
m
123.03
123.03
33.56
33.56
86.73
86.73
sd
9.95
9.95
4.95
4.95
11.09
11.09
n
32
33
m
9.66
6.13
sd
4.44
4.27
m
7.01
5.57
sd
3.24
3.65
t
3.37
.76
d
.60
.13
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direct aggression
Indirect aggression
*   p <  0.05, ** p <  0.01  
Juvenile 
delinquents
General
m
9.22
11.51
sd
3.72
3.87
Clinical Juvenile 
delinquents
vs. General
t
.56
-7.24
d
.10
-1.25
Juvenile 
delinquents
vs. General
**
*
n
23
17
29
27
29
27
ta BL e 4 .  paC h Iq :  pa r e n t- C h I L d r e L at Ion Sh I p qua L I t Y I n J u V e n I L e de L I nqu e n t S . 
C oM pa r I S on S W I t h t h e G e n e r a L p op u L at Ion
parent report
democratic 
communication
democratic 
communication
adolescent report
authority
authority
acceptance
acceptance
* p <  0.01 
Juvenile delinquents
mother
father
mother
father
mother
father
General Population
t
-4.52*
-3.20*
1.14
.95
-.55
-1.42
d
-.94
-.80
.21
.18
-.10
-.27
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notably, juvenile delinquents reported fewer internalizing problems than adolescents 
from the clinical population, which appears to contradict the alleged validity of self 
report questionnaires in detecting internalizing problems in adolescent delinquent 
populations, which is based on the assumption that adolescents have direct access to 
their own feelings of depression and anxiety (loeber, green, & lahey, 1990; Phares, 
1997). 
questionnaire self report of psychopathology yielded somewhat higher scores for 
externalizing behavior and thought problems. it should be kept in mind that juve-
nile delinquents participating in this study were drawn from a population similar to 
that of vreugdenhil et al. (2004), who found high rates of psychotic symptoms and 
disorders: one third of the juvenile delinquents were found to exhibit thought prob-
lems. the Buss durkee hostility index yielded mixed findings. scores were in the 
normal population range when assessing indirect aggression, whereas direct aggres-
sion proved to be in the clinical range. indirect aggression refers to emotions, and 
for juvenile delinquents denial of emotions could be ‘a way to survive on the street.’ 
direct aggression, on the other hand, refers to salient and openly displayed behavior 
that is hard to deny. moreover, juvenile delinquents may realize that criminal facts 
have been recorded in different official reports.
Parent ratings of psychopathology in the delinquent group were consistently high 
for the whole range of problems. the scores for delinquent behavior were much 
higher than normative scores for the clinical population. as such, the expectation 
that parents would report higher levels of psychopathology than juvenile delin-
quents with psychiatric disorders proved to be correct. this result is consistent with 
findings from earlier studies. for example, in doreleijers’ study (1995) 26% of the 
incarcerated juvenile delinquents reported serious problems, whereas this figure was 
51% when using parent report. however, the response rate of the parents in dorelei-
jers’ study was extremely low, which might have influenced the results. in our study 
the response rate was 100%. juvenile delinquents’ self report only indicated slightly 
increased levels of externalizing behavior and thought problems. since the juvenile 
delinquents in this study had been sentenced for (mostly) violent crimes and were 
referred for psychiatric treatment, the parent ratings, indicating high levels of psy-
the validit y of questionnaire self rePort
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chopathology, should be considered as more valid. 
vreugdenhil et al. (2004), comparing a clinical interview (disc) with achenbach’s 
youth self report (ysr), concluded that denial of psychopathology in juvenile 
delinquents is not a sufficient explanation of the different results obtained with 
questionnaire self report and clinical interviews. she contends that different assess-
ment methods are based on different concepts of psychopathology. for instance, 
achenbach’s dimensional approach (cBcl/ysr), in contrast to the categorical dsm 
approach, assumes continuity between normal and abnormal development. more im-
portantly, criticisms have been raised against the dsm classification system in that it 
may not sufficiently acknowledge the developmental dimension of juvenile psycho-
pathology, applying adult categories to childhood deviant behaviors (cantwell, 1996; 
garber, 1984). although several studies have demonstrated the diagnostic accu-
racy of the cBcl syndrome scales for predicting dsm disorders (e.g., edelbrock 
& costello, 1988; hudziak, copeland, stanger, & Wadsworth, 2004), an important 
drawback of behavior checklists may be the underrepresentation of problems that 
are found in clinical populations (Widenfelt, goedhart, treffers, & goodman, 2003). 
therefore, it is advisable to combine clinical interview methods and questionnaires 
self report to obtain a more valid diagnosis. 
the Parent child interaction questionnaire (Pachiq)-Parent version revealed 
that parents experienced problems in the relationship with their children, whereas 
there were no indications of parent-child interaction problems on the Pachiq-
child version. notably, referral for treatment was based on the occurrence of par-
ent-child relationship problems established by means of independent psychiatric 
assessment, clinical judgment, and parent report. therefore, it can be concluded that 
questionnaire self report is not a valid way of obtaining information regarding par-
ent-child relationship problems in juvenile delinquents with psychiatric disorders, as 
children appear to deny problems with their parents. 
the importance of the perspective of the parent on both adolescent psychopa-
thology and family connectedness should not be underestimated, not only because 
parents provide valuable information, but also for targeting treatment planning. the 
importance of the perspective of the parent on both adolescent psychopathology 
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and family connectedness should not be underestimated, not only because parents 
provide valuable information, but also because of the potential of parental involve-
ment in treatment.
this study has some limitations. first, the sample size was relatively small. an 
important factor to keep in mind, however, is the uniqueness of our sample, consist-
ing of juvenile delinquents from 13 to 20 years of age with psychiatric disorders. in 
earlier studies with comparable young people there was insufficient response from 
parents. in this study we had a 100% response rate. second, parent-child relationship 
quality was narrowly defined, as we only focused on parental authority, acceptance, 
and democratic communication skills. our picture would have been more complete 
if we had included adolescent-parent conflicts, closeness, intimacy, relational sup-
port, and adolescent interactive behaviors and attitudes towards their parents. third, 
the adolescents’ treatment history or current therapy may have lowered scores on 
psychopathology or fostered a positive view of their parents. 
this study found empirical support for the hypothesis that questionnaire self re-
port of psychopathology and parent-child relationship quality by means of question-
naires might not be appropriate for juvenile delinquents with psychiatric disorders. 
interestingly, kratzer, and hodgins (1997); and vreugdenhil (2003) proposed a 
multi-method approach, gaining information from the juvenile delinquent’s envi-
ronment, using in-depth interviewing methods (such as disc-c) and behavioral 
observation. this study showed that screening instruments for psychopathology and 
assessment of relationship quality relying on questionnaire self report may not yield 
valid scores in juvenile delinquents with severe behavioral and psychiatric disorders. 
We propose that assessment methods be tailored to the type and context of prob-
lems, and the clinical risk status of the target group. 
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aBStraCt
the present study focuses on early dropout in a day treatment program as a pre-
dictor of recidivism among juvenile delinquents, by comparing one-year recidivism 
of adolescents who completed the day treatment program and that of those who 
dropped out within three months after the start. the sample consisted of 74 juvenile 
delinquents diagnosed with an antisocial behavior disorder and psychiatric comor-
bidity referred to a day treatment center for forensic adolescent psychiatry. 
our findings indicate that early dropout predicts more recidivism after one year 
than completion of the day program (57.1% in the dropout group compared to 
25.6% in the group of completers); a larger number of crimes: (on average:1.21 vs. 
.44), more violent crimes (28.6% vs. 7.7%), and more severe crimes as measured by a 
crime severity index (on average: 6.93 vs. 2.36). a remarkable finding is that pre-
treatment crime severity does not predict recidivism after treatment: dropout is far 
more important. 
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IntroduCtIon
juvenile delinquency has recently become a high priority in the netherlands (cor-
nelisse, 2005). While juvenile delinquency as a whole has not increased during the 
last few decades, both self-report measures and official police records indicate that 
approximately 40-55% of juveniles have admitted to having committed a criminal act 
in the past year (van der laan, Blom, verwers, & essers, 2006). in addition, the last 
20 years have shown a 300% increase in violent criminal acts by juveniles (Boen-
dermaker & van yperen, 2003). this has led to both societal and political pressures 
calling for prolonged incarceration and residential treatment alternatives, in order 
to remove these juveniles from society. this trend has continued despite empirical 
findings that both imprisonment (Wartna, el harbachi, & van der laan, 2005) and 
residential treatment are related to high recidivism rates (40-50% after 1 year). in 
response to these findings a number of comprehensive treatment programs includ-
ing this study’s day treatment program have been developed to provide an alternative 
to incarceration and residential treatment. 
a major concern in treating adolescents with antisocial behavior disorders is 
the high percentage of treatment dropout, which has shown a rise up to 60% (ka-
zdin, 1996; Wierzbicki & Pekarik, 1993). in adolescents with severer violent and/or 
delinquent behavior problems this percentage is even higher than 60% (armbruster 
& fallon, 1994). dropout can best be defined by the number of sessions a client has 
attended (the duration of therapy) before the client’s terminating therapy without 
‘mutual consent’ between therapist and client (Wierzbicki & Pekarik, 1993). dropout 
should be divided into two different groups, early dropouts and late dropouts (Boon 
& colijn, 2001). early dropout is usually defined as terminating treatment after only 
a few (1-3) sessions and is reliably related to poor social adjustment (e.g., family, 
school/work, peers) after dropping out. late dropout is associated with an interme-
diate level of post-treatment social functioning compared to the highest achievable 
level of social adjustment that can be reached after appropriate (i.e., ‘mutually con-
sented’) termination of treatment. early dropout, late dropout and appropriate (con-
sented) termination represent a continuum of treatment outcome (Pekarik, 1986). 
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an explanation for this could be that clients who drop out of therapy in a later stage 
have found to be representing a much more heterogeneous group than those who 
drop out after the first few sessions/shortly after commencing treatment. 
to prevent dropout, treatment programs’ goals for behavior-disordered adoles-
cents should take account of both risk and protective factors in the development of 
antisocial behavior. these treatment programs are aimed at providing mental health 
care both to juveniles (by means of individual social skills training, anger manage-
ment training and if necessary medication) and/or their families (by use of tradi-
tional cognitive behavioral methods). current evidence suggests that a small number 
of family based intervention programs has the highest success probability in treating 
these difficult adolescent disorders (kazdin, 1997; kazdin & Weiss, 2003; sexton, 
alexander, & mease, 2003). Within these programs parents experiencing more par-
enting stress, having children with more disturbed behavior and/or perceiving their 
children more difficult than others and who are not convinced that program strate-
gies are useful, drop out sooner compared to completers (friars & mellor, 2007).
the main question of this study is: does early dropout predict recidivism? as 
mentioned, late dropouts compose / represent a more heterogeneous group than ear-
ly dropouts and completers and are therefore related to with intermediate outcomes. 
for this reason, in this study early dropouts were severed from completers since 
these former groups are more homogeneous in composition. the day treatment 
program lasts on average one year. early dropout is defined here as non-consenting 
termination of treatment within three months of its start. completion is defined as a 
period of treatment of at least 3 months, followed by a treatment termination based 
on mutual consent between both therapist and client. 
the hypothesis is that early dropouts will show a higher recidivism rate one year 
after treatment termination compared to completers; furthermore this group is ex-
pected to have committed severer violent crimes more frequently. 
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Method
participants
the study includes 74 juvenile delinquents diagnosed with an antisocial behav-
ior disorder and psychiatric comorbidity referred to a day treatment program for 
forensic adolescent psychiatry. of the initial referral sample (n = 86), 12 juveniles 
were excluded. females were excluded (n = 2), because of a different psychiatric 
comorbidity and violent behavior pattern from males. furthermore, youths sen-
tenced to prolonged imprisonment (>1 year) for a crime committed shortly before or 
during treatment were excluded (n = 9) since, due to the incarceration period, they 
would not be able to commit crimes during the follow-up period (12 months after 
treatment termination). for the purpose of this study, one client with extreme high 
scores was excluded. in the other study on recidivism (chapter 6) this client was 
included.
the remaining 74 juveniles started treatment between august 1997 and august 
2004 and dropped out or completed treatment between september 1997 and febru-
ary 2006. 
Setting and population of the day treatment program
this study involved clients of a multimodal day treatment program for juvenile 
delinquents, who have committed severe violent crimes. the group consists of 
adolescents diagnosed with behavior disorders and psychiatric comorbidity together 
with major/serious problems in functioning in family and school settings. intensive 
day treatment was indicated as an alternative to residential treatment. 
the day treatment program started in 1997 as one of the first forensic psychiatric 
day treatment programs for adolescents in the netherlands. the development of this 
day treatment can be divided into three chronological phases:
• 1997-1999. the pilot phase. development of a safe treatment climate and a struc-
tured day program containing social skills training, development of competencies, 
and contingency management (slot, 1999; Bartels, 1999).
• 2000-2002. development of a more individually tailored program. during this 
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phase more attention was paid to psychiatric comorbidity among the clients (dorelei-
jers, 2000). cognitive behavior therapy was targeted towards social skills development 
and aggression management (kazdin, 1997; de jonge, 1999; muller & colijn, 1999; 
dodge, 1986).
• 2003-2004. introduction of functional family therapy (alexander & sexton, 2002; 
sexton & alexander, 2003). the first treatment phase is family oriented, whereas the 
second treatment phase focuses on a more individually oriented approach (Breuk et al, 
2006).
during the development of these three phases, each step led to more focusing on 
risk and protective factors, as well as on the comprehensiveness of treatment. during 
this process of developing a multimodal oriented and more intensive treatment pro-
gram, dropout rates diminished within each phase of the day treatment’s development.
in the first phase, 1997-1999, 23 (31.1%) juveniles enrolled; during the second 
phase, 2000-2002, 31 (41.9%); and in the last phase, 2003-2004, 20 (27%) clients started 
treatment. no significant differences were found regarding age, ethnic background, 
family composition or criminal history among the juveniles enrolled in the different 
phases. 
dropout rates showed a decline within the three different time phases (figure 1). 
in phase 1 (1997-1999), ten youths (43.5%) dropped out early in treatment, ten youths 
(43.5%) dropped out late in treatment and three youths (13%) completed treatment. in 
phase 2 (2000-2002) there were three early dropouts (9.7%), eight late dropouts (25.8%) 
and 20 completers (64.5%). in phase 3 (2003-2004) there was one early dropout (5%), 
three late dropouts (15%) and 16 completers (80%). a significant effect on dropout was 
found for all phases, χ2 (4, n = 74) = 24.74, p < .001, with a large effect size (v = .407). 
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procedure and measures
Participants’ files were studied carefully at the start of treatment, specifying age, 
ethnicity and family composition. information on treatment termination was derived 
from the day treatment’s clinicians’ discharge letters. treatment dropout was defined 
as a juvenile ending treatment without mutual consent by both clinician and client. 
When treatment dropout appeared within three months after the start of treatment, 
it was labeled ‘early dropout’; dropout occurring after three months was labeled ‘late 
dropout’. 
data on the juveniles’ criminal behavior was gathered from the national dutch 
judicial documentation system (jds). this is a nationwide electronic database 
maintained by the ministry of justice containing all court sentences. the database 
includes all offenders convicted at trial. access to the database was permitted by the 
science board of the ministry of justice (Wodc).
more specifically, the database was used to obtain data on felonies committed 
in the period prior to treatment (pretreatment period) as well as crimes commit-
ted within 12 months after treatment termination (follow-up period). a felony was 
F IG u r e 1 .  Percentage of treatment sessions it,  Pmt,  fft categoriZed By year 
80
70
60
50
40
30
20
10
0
1997-1999 2000-2002 2003-2004
early dropout
late dropout
completion
excluded if the juvenile was acquitted or if charges were dropped (e.g. because of lack 
of evidence or procedural faults). the definitions concerning juvenile delinquency 
(recidivism, first offenders) are according to the method used by the Wodc. 
the number of felonies committed and the occurrence of severe violent felonies 
in the pretreatment and follow-up periods were counted. (see appendix 1) further-
more, each felony was judged as to crime severity by means of an assessment method 
(developed by doreleijers, 1995; see appendix 2). according to this method, each 
crime was scored from 1 to 21 based on the maximum imposable penalty for that 
crime. each sequential step in numbers represents an interval of 12 months. thus a 
score of 1 means a maximum penalty up to 12 months, a score of 2 means a penalty 
from 12 up to 24 months, etc. in this study, the mean crime severity scores were cal-
culated for each juvenile in both the pretreatment and follow-up periods. 
to find out if pretreatment crime severity was a predictor of recidivism outcomes, 
youths were classified into categories based on the number of felonies they had 
committed before treatment. juveniles who committed zero to three felonies before 
treatment, received value 1, those who committed four to seven felonies were given 
value 2 and those with more than seven felonies (maximum: 23) received value 3. 
youths were also classified into categories based on the crime severity score before 
treatment. clients with a score of 0 to 20, received value 1, those with a score from 
21 to 40 were given value 2 and those with a score over 40 (maximum: 182) received 
value 3. 
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analyses
• Chi Square Test
differences in dropout between the three time phases were analyzed using the chi 
square test. recidivism was displayed as a dichotomous variable with end labels 
“yes, convicted of a felony in follow-up period” and “no felonies in follow-up pe-
riod”. differences between early dropouts and completers were then studied using 
the chi square test. the occurrence of severe violent felonies committed within 
the follow-up period was also tested using the chi square test.
effect sizes and odds ratios were calculated on each chi square test executed.
• Mann-Whitney Test
the distribution of both the number of felonies and the crime severity scores 
during the follow-up period appeared to be non-normal. after adjustment, the 
data were still not normally distributed, so a non-parametric test had to be used. 
differences between early dropouts and completers were tested using the mann-
Whitney test. effect sizes for each test were calculated. 
• Kruskal-Wallis Test
the relationship between pretreatment crime severity (categorized into different 
groups) to both the number of felonies during the follow-up period and the crime 
severity scores during the follow-up period, was tested using the kruskal–Wallis 
test, a nonparametric test for independent samples.  
all tests were considered significant at p < .05. tests were performed one-tailed if 
a specific hypothesis was available.
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ta BL e 1 .  samPle char acteristics
domain/ Measure
Male 
age at start treatment (years)
ethnicity
caucasian/white
surinam
arabic (mainly moroccan)
other non-western background
Family composition
two-parent family consisting of 
at least one biological parent
one-parent family (biological)
foster family
Criminal history
age at first crime (years)
first offenders
Severe violent felony
repeat offenders^
Severe violent felony
Number of felonies prior to treatment
Persistent offenders^^
Severe violent felony
Number of felonies prior to treatment
Note: ^ repeat offenders committed two or three felonies  ^^persistent offenders committed 4 felonies or more. 
% 
100
-
47.3
20.3
17.6
14.9
47.3
47.3
5.4
-
8.1
50.0
32.4
79.2
-
59.5
88.6
-
(n)
(74)
-
(35)
(15)
(13)
(11)
(35)
(35)
(4)
-
(6)
(3)
(24)
(19)
-
(44)
(39)
-
M
-
16.76
-
-
-
-
-
-
-
14.35
-
-
2.54
-
7.36
(SD)
- 
(1.48)
-
-
-
-
-
-
-
(1.07)
-
-
(0.51)
-
(3.58)
reSuLtS 
Sample characteristics
in table 1, sample characteristics are shown. as presented in this table the major-
ity of juveniles referred to this day treatment program were persistent offenders. 
they had committed four felonies or more before referral. one third of the sample 
group consisted of repeat offenders. they had committed more than one felony, but 
less than four. a small part of the sample group consisted of first offenders, 50% of 
them having committed a severe violent felony. 
early dropout versus completion
in table 2 the number of early dropouts, late dropouts and treatment completers is 
presented. 
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ta BL e 2 .  pe rC e n taG e a n d tota L n uM Be r oF You t h S W ho C oM pL et e d t h e r a pY, 
W ho droppe d ou t oF t r e atM e n t I n a n e a r LY phaSe ,  a n d W ho droppe d ou t I n a 
L at e phaSe ( n = 7 4 ) .
completers
early dropouts
late dropouts
total
%
52.7 
18.9
28.4
100
(n)
(39)
(14)
(21)
(74)
early dropouts will be compared to completers on crime recidivism. in table 3 the 
recidivism rates for both groups are presented concerning all felonies committed as 
well as severe violent felonies. 
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ta BL e 3 .  pe rC e n taG e op You t h S W ho C oM M I t t e d F e L on I e S I n G e n e r a L ( I nC Lu dI nG 
Se V e r e F e L on I e S )  a n d Se V e r e V IoL e n t F e L on I e S I n t h e F oL L oW- u p ( n = 5 3 ) .
variable
recidivism within 12 months fu* (dichotomous)
severe violent recidivism within 12 months fu  (dichotomous) ^
%
57.1
28.6
(n)
(8)
(4)
Note: * p < .05., ^ Some cells in the chi square test contained values smaller than 5, so results should be interpreted with caution.
FU = follow-up
Early dropouts Completers
%
25.6
7.7
(n)
(10)
(3)
there was a significant relationship between the type of termination (early 
dropout versus completion) and committing a felony within the 12 month follow-up 
period, χ2 (1, n = 53) = 4.558, p = .017, with a medium effect size (v = .293). Based 
on the odds ratio, early dropouts were 3.91 times more likely to recidivate than com-
pleters. also, there was a significant relationship between the type of termination 
and committing severe violent felonies 12 months after treatment termination, χ2 (1, 
n = 53) = 3.918, p = .024 with a medium effect size (v = .272). Based on the odds 
ratio, early dropouts were 4.82 times more likely to recidivate committing a severe 
violent felony than completers. 
in table 4 the total number of felonies committed within 12 months after treat-
ment termination, and the total crime severity score for felonies committed within 
12 months after treatment are presented related to early dropouts and completers. 
according to the mann-Whitney test, early dropouts (mdn = 1.00, range: 0-5) 
committed more felonies in the follow-up period than completers (mdn = 0.00, 
range: 0-4), u = 183.50, p = .016, with medium effect size (r = -.29). early dropouts 
(mdn = 3.00, range: 0-32) also had a higher crime severity score in the follow-up pe-
riod than completers (mdn = 0.00, range: 0-20), u = 184.00, p = .018, with medium 
effect size (r = -.28). 
the number of felonies committed in the follow-up period was not related to the 
number of felonies a juvenile had committed before treatment (h (2) = 3.99, p = 
.136). the crime severity score in the follow-up period was not related to the crime 
severity score before treatment (h (2) = 3.00, p = .223).  
dISCuSSIon
this study supports the hypothesis that early dropout predicts a higher probabil-
ity of recidivism. 
a lesson to be learned from this study is that studying the effectiveness of a 
treatment program during the first year after implementation should be done very 
carefully. evaluation is nevertheless an important means of gathering insight into 
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ta BL e 4 .  tota L n uM Be r oF r e C I dI V I SM F e L on I e S a n d t h e C r I M e Se V e r I t Y S C or e oF 
e a r LY drop ou t S a n d C oM pL et e r S at F oL L oW- u p 1 2  Mon t h S a F t e r t e r M I nat I nG 
t r e atM e n t ( n = 5 3 ) . 
measure
total number of recidivism felonies* 
crime severity index*
mean
1.21 
6.93
(SD)
(1.58)
(9.401)
Note: * p < .05.
Early dropouts Completers
mean
.44 
2.36 
(SD)
(.88)
(5.07)
the issues the treatment team still has to develop. the first (development) target of 
a treatment program for adolescents with behavior problems should be reducing the 
dropout rate, especially early in treatment (early dropout). 
the most important finding is that early dropout predicts higher crime recidivism 
within one year after treatment termination. the effectiveness in reducing severe 
violent crime recidivism in the same period is even more striking: only 8% of the 
completers committed a severe violent felony within one year, compared to 29% of 
the early quitters. since 82% of the day treatment group has a history of severe violent 
criminal acts, day treatment focuses both on individual treatment (aggression man-
agement within cognitive behavior therapy) and on family therapy (problem solving 
and conflict management) to diminish aggression. this main objective of the day 
treatment program seems to have been successfully attained.
finally, a remarkable finding is that the pretreatment crime severity does not pre-
dict recidivism after treatment. this suggests that the effect of treatment moderates 
the effect of criminal history on recidivism. 
Limitations
the sample size of the population (n=74) is small, the completers (n= 39) and 
early dropouts (n=14) even smaller. this means that caution should be taken in gen-
eralizing the results from this study to other populations. 
furthermore, a less powerful within-group comparison was used instead of a 
randomized controlled design. this choice however is acceptable since treatment 
evaluation studies of juvenile delinquents are scarce, yet socially relevant. another 
limitation is that most of the early dropouts stem from the 1997-1999 phase, while 
most completers stem from the 2nd and 3rd time phase, so the early dropouts and 
completers are from different cohorts. nevertheless no differences (regarding age, 
ethnic background, family composition and criminal history) were found between the 
youths in the three different phases. unfortunately, comparison of early quitters and 
completers within a single cohort was not possible because of the small sample size. 
since early dropout can be described as a group that has hardly had any treatment 
and since their criminal recidivism after one year (57%) is even higher than the mean 
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criminal recidivism rate for adolescents one year after detention in the netherlands 
(44%), it is a justifiable choice to compare these early dropouts to completers of the 
day treatment. 
Social consequences
there is a societal tendency towards ‘zero tolerance’ of crime issues, aimed at 
adolescents as well. this means that especially severe violent crimes are punished 
with juvenile incarceration. despite the two goals identified by the criminal law 
for adolescents: punishment and education, it seems that education is being over-
looked by this policy. this study shows that day treatment is especially successful in 
reducing severe (violent) crimes. for this reason it is recommended to treat juvenile 
delinquents, if necessary during or after incarceration.
day treatment may serve as a favorable alternative to long term residential treat-
ment, in those cases in which intensive treatment is considered to be necessary 
after detention. a final argument in favor of day treatment is its duration, which 
is considerably shorter compared to the usual residential treatment programs after 
detention. in residential treatment major problems have arisen in the generalization 
and transfer of treatment outcome to society and the individual family. furthermore 
there are difficulties concerning the lack of knowledge of mental health disorders in 
juvenile judicial institutes. (grisso & schwartz, 2003; desai, goulet, robbins, chap-
man, mogdole, & hoge, 2006; algemene rekenkamer, 2007). 
appendix 1
Severe violent crimes:
Extortion 
Theft with violence
Manslaughter
Homicide
Criminal assault
Sexual intercourse with a minor
Rape
Open act of violence, resulting in severe 
physical injury
Fire setting
Kidnapping
Serious physical abuse
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maximum penalty (imprisonment) 
up to 1 year 
from 1 up to 2 years
from 2 up to 3 years
from 3 up to 4 years
from 4 up to 5 years
from 5 up to 6 years
from 6 up to 7 years
from 7 up to 8 years
from 8 up to 9 years
from 9 up to 10 years
from 10 up to 11 years
from 11 up to 12 years
from 12 up to 13 years
from 13 up to 14 years
from 14 up to 15 years
from 15 up to 16 years
from 16 up to 17 years
from 17 up to 18 years
from 18 up to 19 years
from 19 up to 20 years
from 20 up to 21 years
(days)
(1-364)
(365- 729)
(730-1094)
(1095-1459)
(1460-1824)
(1825-2189)
(2190-2554)
(2555-2919)
(2920-3284)
(3285-3649)
(3650-4014)
(4015-4379)
(4380-4744)
(4745-5109)
(5110-5474)
(5475-5839)
(5840-6205)
(6206-6569)
(6570-6934)
(6935-7299)
(7300-7664)
crime severity score
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
appendix 2
Computing the crime severity score
in computing the crime severity score used in this paper, the maximum possible 
penalty in years/days of imprisonment for all included felonies, according to the 
penal code, was noted. 
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aBStraCt
objective: to investigate whether forensic psychiatric day treatment is effective 
in reducing aggression, adhd, and internalizing psychopathology, and whether it 
is able to improve family conflict management in juvenile delinquents with psychi-
atric comorbidity. method: Participants consisted of juvenile delinquents (n=30) 
and their parents referred to a day treatment center because of behavioral problems, 
psychiatric comorbidity, and problems within the family, at school and among peers. 
aggression and psychopathology were measured by the youth self report (ysr)/ 
child Behavior checklist (cBcl) and the Buss-durkee hostility inventory (Bdhi). 
family functioning was measured by the Parent child interaction questionnaire 
– revised, and the questionnaire family Problems (qfP). results: adolescents 
showed improvement on all relevant (sub)scales of the cBcl, ysr and Bdhi, except 
on the Bdhi scale direct aggression. in family functioning, only parents reported 
diminished family conflict on the Parent child interaction questionnaire – revised 
(Pachiq) – Parent version conflict solving. conclusion: day treatment can dimin-
ish psychopathology in juvenile delinquents with psychiatric comorbidity. a ten-
dency was found towards lowering family conflict.
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IntroduCtIon
recent studies clearly show the co-occurrence of criminal and violent behavior 
and psychiatric disorders (teplin, abram, mcclelland, dulcan & mericle, 2002; 
vreugdenhil, doreleijers, vermeiren, Wouters & van den Brink, 2004; vermeiren, 
de clippele & deboutte, 2000). the prevalence of psychiatric disorders increases in 
juvenile delinquents who commit more serious offenses and/or do so more frequent-
ly (doreleijers, moser, thijs, engeland, & Beyaert, 2000). the most frequently oc-
curring psychiatric disorders among juvenile offenders are adhd, substance abuse 
and internalizing disorders (teplin et al., 2002; vreugdenhil et al., 2004; vermeiren 
et al., 2000). research on the prevalence of psychosis and pervasive development 
disorders is limited and therefore not much is known about their prevalence in juve-
nile delinquents (vermeiren, jespers & moffit, 2006).
especially adhd in combination with disruptive behavior disorders (cd and 
odd) has been identified as a risk factor for the exacerbation of antisocial behav-
ior (taylor, chadwick, heptinstall, & danckaerts, 1996; loeber, green, keenan, & 
lahey, 1995), particularly in predicting the onset of conduct disorder. in the last 
decade child and adolescent psychiatry has made use of clinical guidelines for both 
assessment and treatment in so called practice parameters. recently published prac-
tice parameters show that when these psychiatric disorders are not treated, antisocial 
behavior can persist and even become worse, so juvenile delinquents repeat commit-
ting violent crimes. 
in recent aacaP practice parameters, both for anxiety disorders (Practice 
parameter jaacaP for anxiety disorders, 2007) and oppositional defiant disorder 
(Practice parameter jaacaP for oppositional defiant disorder, 2007) the importance 
of assessing and treating comorbid conditions has been emphasized: ‘antagonistic 
behavior is commonly found in internalizing disorders. oppositional behavior may 
be used to manage anxiety in the face of the overwhelming demands’ (Practice pa-
rameter jaacaP for oppositional defiant disorder, 2007). By treating these comor-
bid conditions, oppositionality may lessen or even disappear. 
although it is clear that adolescents with psychiatric disorders are in need of 
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treatment, societal and political pressures are calling for prolonged duration of puni-
tive consequences (e. g. imprisonment). this trend towards increased incarceration 
has continued despite research data documenting that imprisonment (Wartna, el 
harbachi, & van der laan, 2005) is related to high recidivism rates (40-50% after 
one year). 
juvenile delinquents who repeatedly commit violent crimes and who are in need 
of treatment may obtain coercive residential treatment within the juvenile justice 
system as an alternative to incarceration. But in these facilities there is a lack of 
knowledge on how to treat juveniles with mental health problems, as loeber (2004) 
stated: ‘the juvenile justice system is not equipped to provide mental health services 
for the large numbers of detainees with psychiatric disorders.’ 
another disadvantage of both incarceration and coercive residential treatment is 
that adolescents are placed in facilities often far away from their home environment 
and family so that parents cannot be involved in their treatment. generalization of 
the social skills learned inside the facility is posing a major problem as well. clini-
cal guidelines on treating juvenile delinquents are still not available or only concern 
treatment in detention or correctional facilities (Practice parameter jaacaP for 
youth in juvenile detention, 2005) instead of treating juvenile delinquents in the 
community, so forensic adolescent psychiatry uses practice parameters on antiso-
cial behavior to treat juvenile delinquents. Because guidelines for the treatment of 
conduct disorder have already existed for ten years and treatment guidelines on 
oppositional and antisocial behavior have many similarities, we refer to the recent 
practice parameter on oppositional defiant disorder (Practice parameter jaacaP 
for oppositional defiant disorder, 2007) for treatment guidelines regarding juve-
nile delinquents. this encourages in severe cases ‘the least restrictive setting’ and 
recommends ‘intensive in-home therapies as preferable alternatives to residential 
treatment’. in case of residential treatment ‘rapid return to community and family’ is 
recommended. for these reasons forensic psychiatric day treatment might be a good 
alternative for adolescents that need intensive treatment and for whom residential 
treatment and/or incarceration is a serious threat. 
furthermore, mcconaughy, and skiba (1993) recommend multifaceted treatment 
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in cases of behavioral disorders in adolescents with psychiatric comorbidity. neces-
sary elements of such treatment are a contingency based treatment climate, cognitive 
behavior therapy and parental involvement (Wierson, forejhand, & frame, 1992; 
Waugh & kjos, 1992; tarolla, Wagner, rabinowitz, & tubman, 2002). in the recently 
published practice parameter for oppositional defiant disorder (Practice parameter 
jaacaP for oppositional defiant disorder, 2007) the following treatment recom-
mendations are given: ‘Because of the frequent presence of comorbidity and mul-
tiple dysfunctional domains, multimodal treatment is often indicated.’ one should 
consider individual, family, environmental and pharmacotherapy elements. there is 
evidence in support of problem-solving skills training and family interventions, the 
latter consisting of parent management training (Pmt) and, for both adolescents and 
their families, multisystemic therapy (mst) and functional family therapy (fft).
this study investigated the effects of a family oriented multimodal day treatment 
program for juvenile delinquents who have committed severe violent crimes. the 
subjects suffered from psychiatric comorbidity and major problems in functioning 
within the family and at school. intensive day treatment has been indicated as an 
alternative to residential treatment. 
the day treatment program started in 1997 as one of the first forensic psychiatric 
day treatment programs for adolescents in the netherlands. the development of this 
day treatment can be divided into three phases:
• Pilot phase. development of a safe treatment climate and a structured day program
containing elements of social skills training, competence development, and contin-
gency management (slot, 1999; Bartels, Parker Brady, & doreleijers, 1999).
• development of a more individually tailored program. during this phase more
attention was paid to psychiatric comorbidity within the clients (doreleijers, moser, 
thijs, van engeland, & Beyaert, 2000). cognitive behavior therapy was targeted 
to social skills development and aggression management (kazdin, 1997; de jonge, 
1999; muller & colijn, 1999; dodge, 1986).
• introduction of functional family therapy (alexander & sexton, 2002; sexton &
alexander, 2003), (fft). the first treatment phase of the day treatment is fam-
ily oriented, whereas the second treatment phase focuses on a more individually 
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oriented approach (Breuk, sexton, van dam, disse, doreleijers, slot, & rowlands, 
2006).
during the development of these three phases, each step leads to more focusing on 
risk and protective factors as well as on the comprehensiveness of treatment.
family orientation as a core characteristic of fft is the key element of the topical 
day treatment program. fft consists of three different phases: engagement/motiva-
tion, behavior change and generalization. the program shares to some extent a num-
ber of basic principles with a recent practice parameter. in general, fft emphasizes 
a therapeutic alliance with both the child and the parents, which is a minimum stan-
dard and first recommendation of the practice parameter on oppositional defiant 
disorder (Practice parameter jaacaP for oppositional defiant disorder, 2007). the 
second recommendation and minimum standard of this practice parameter, which is 
to take into account cultural issues, is met by fft as well. to understand the cultural 
background and values of the families is considered important because of ‘different 
standards of obedience and parenting in ethnic subgroups’ (jaacaP, 2007). 
By involving families the day treatment center seeks to diminish family conflict. 
nevertheless family burden – caused by the psychological vulnerability of the child 
- will remain high, resulting in difficulties in supplying emotional support. ‘normal 
functioning of the family’ will remain an unrealistic goal for this juvenile population 
with severe mental health problems and behavior problems/delinquency. 
the present study is the second of three studies undertaken in order to evaluate 
the development and effectiveness of a day treatment program for juvenile delin-
quents. 
the first study consisted of a comparison study of adolescent self-reports and 
parent reports at the start of the day treatment (Breuk, clauser, stams, slot, & 
doreleijers, 2007). most studies involving juvenile delinquents lack parent reports 
(vreugdenhil, 2003). in the day treatment center both youth and parent reports 
were available. the study focuses on the differences in reporting considering both 
juvenile and parental evaluations since this would affect the outcome of the evalua-
tion process. 
this study is the second study and it evaluates the treatment outcome of the day 
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treatment program on psychopathology, aggression problems and family functioning. 
noteworthy is the fact that, contrary to other day treatment studies, which exclude 
juvenile delinquents (rey, enshire, Wever, & apollonov, 1998) or treat a younger 
population with only a minority with disruptive disorders (kiser, millsap, hickerson, 
heston, nunn, Pruitt, & rohr, 1996), this treatment effect study includes disruptive 
adolescents with severe antisocial behavior. 
the third study will compare recidivism of the treatment group to a matched 
control group of juvenile delinquents who were incarcerated and did not receive any 
further psychiatric treatment. the main question posed in this study is whether a 
group of juvenile delinquents with both antisocial behavior and comorbid psychiatric 
conditions show improved functioning after attending a day treatment program, as 
an alternative to residential treatment. 
hypotheses
the first hypothesis is that aggression-related problems as measured by self- 
reports of the adolescent and parent reports on aggressive behavior of their children, 
will be significantly reduced after treatment. the second hypothesis is that adhd 
and internalizing problems of the adolescents, as measured by youths’ self-reports 
and parent reports, will be significantly reduced after treatment. the final hypothesis 
is that family functioning will improve and especially family conflict will diminish.
Method
participants
Participants were juvenile delinquents referred to the day treatment program, be-
cause of severe behavioral problems (including delinquency), psychiatric comorbid-
ity, and dysfunctional relationships within the family, at school and among peers. the 
juveniles started treatment between august 2002 and october 2005 and terminated 
treatment between october 2002 and september 2006. the parents of these adoles-
cents participated in the study as well. informed consent had been obtained from all 
participants. 
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of the initial sample of 37 youths, five were excluded because of early dropout. in 
addition, two participants were excluded from the study because of extreme scores 
on all questionnaires by both the juvenile and his parents which indicated that they 
were unwilling or unable to report on their particular complaints in a reliable way. 
excluding these seven youths, a study sample of n=30 remains. the sample charac-
teristics are shown in table 1.
the socio-economic status scores were based on the educational and professional 
levels of both parents. in case of a single-parent family the average score of the single 
parent was measured.
to be included in the analyses the adolescent and his parents had to complete 
both pretreatment and post treatment questionnaires. Because of variance in com-
pleting these questionnaires the precise n may vary per questionnaire.
Measures
all adolescents completed the dutch versions of the youth self report (ysr), 
the Buss-durkee hostility inventory (Bdhi), the youth version of the Parent child 
interaction questionnaire – revised (Pachiq-r) and the youth Psychopathy in-
ventory (yPi). the parents were asked to complete the dutch versions of the child 
Behavior checklist (cBcl), the questionnaire of family Problems (qfP) and the 
parent version of the Parent child interaction questionnaire – revised (Pachiq-
r). adolescents and parents completed the former Pachiq version (lange, 1998). 
during the period of research a new version Pachiq- r was developed. it was 
possible to analyze the data acquired by the old version of the Pachiq, that con-
tained the same and some additional items as the Pachiq-r, using the new scoring 
methods.
the youth self report is a self-report filled in by the adolescent. adolescents 
can rate each item on how truly it depicts themselves in the present or in the past 
six months on a three-point scale. the ysr contains 112 items that measure eight 
syndromes, of which we used attention problems and aggressive behavior. We also 
used the two broadband scales internalizing problems and externalizing problems 
and the total problems scale. reliability and validity have been well established. the 
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ta BL e 1 .  samPle char acteristics
domain/ Measure
Male 
age at start treatment (years)
ethnicity
caucasian-white
surinam
arabic
other, non western
diagnosis
adhd
substance dependence
mood disorder
autism spectrum disorder
Psychosis
number of diagnoses
Criminal history
age at first offence
number of offences before day treatment
number of violent offences before day treatment
Family composition
single parent families
two parent families
foster/adoption parents
Socioeconomic status
low
medium
high
mean
-
16.36
-
-
-
-
-
-
-
-
-
1.1
14.9
4.7
2.7
-
-
-
-
-
-
(sd)
-
(1.18)
-
-
-
-
-
-
-
-
-
(1.0)
(1.1)
(4.5)
(2.1)
-
-
-
-
-
-
%
100
-
37
23
27
13
37
47
10
13
6.7
-
-
-
-
53
37
10
63
30
7
(n)
(30)
-
(11)
(7)
(8)
(4)
(11)
(14)
(3)
(4)
(2)
-
-
-
-
(16)
(11)
(3)
(19)
(9)
(2)
reliability score in terms of cronbach’s α (as reported by verhulst, van der ende, 
& koot, 1997) varied between .57 and .91 for boys on all scales used in this study 
(verhulst et al., 1997).
the child Behavior check list is the parent version of the ysr and contains 113 
questions describing specific behavioral and emotional problems. in this study the 
subscales attention problems and aggressive behavior were used, as well as the two 
broadband scales internalizing problems and externalizing problems. Parents can 
rate each item on how truly it depicts their child in the past six months on a three-
point scale. reliability and validity have been well established by verhulst, van der 
ende, and koot (1996). on the subscales used in this study reliabilities were .64 and 
higher (verhulst et al., 1996).
the Buss-durkee hostility inventory is a 40-item true-false self-report ques-
tionnaire. lange, hoogendoorn, Wiederspahn, and de Beurs (1995a) translated it 
into dutch and found two independent factors: overt (direct) and covert (indirect) 
aggression. direct aggression represents the combination of physical and verbal 
aggression. anger and hostility are the core concepts of indirect aggression. lange, 
Pahlich, sarucco, smits, dehghani, and hanewald (1995b) reported a reliability of 
.79 on the direct aggression scale and .83 on the indirect aggression scale. 
the Parent child interaction questionnaire – revised – child version is based 
on the family assessment measure (skinner, steinhauser, & santa-Barbara, 1983), 
which focuses on dyadic family relationships. lange (2001), who constructed the 
questionnaire, found two independent factors: conflict management and accepta-
tion. the first factor represents the positive solving of conflicts between the parent 
and adolescent; the second relates to parental acceptance and authority. the reliabil-
ity scores lange (2001) found lie between .78 and .95 on both scales on the child-
mother and child-father versions. 
the questionnaire family Problems is a 130-item questionnaire covering specific 
problem areas on the functioning of families. Parents rate their families on a three-
point scale ranging from ‘applies not at all to our family’ to ‘clearly applies to our 
family’. apart from a quick screen-score and a total problem score, nine subscales 
exist of which we used hostility and security (koot, 1997). koot (1997) reported a 
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cronbach’s α of .92 on the hostility subscale, .84 on the security subscale and .97 on 
the total scale.
the Parent child interaction questionnaire – revised – Parent version is based 
on the family assessment measure (skinner et al., 1983), which focuses on dyadic 
family relationships. lange (2001), who constructed the questionnaire, found two 
independent factors: conflict management and acceptation. the first factor repre-
sents the positive solving of conflicts between the parent and adolescent, the second 
relates to parental acceptance and authority. the reliability scores lange (2001) 
found lie between .79 and .93 on both scales on the mother-child and father-child 
versions. 
the national institute of mental health diagnostic interview schedule for chil-
dren iv (nihm disc-iv) parent and youth versions were used in order to establish 
the specific psychiatric diagnoses of the adolescent. fisher, Wicks, shaffer, Piacen-
tini, and lapkin (1992) originally developed the disc-iv in 1992. ferdinand and 
van der ende (1998) translated it into dutch in 1998. the disc assesses 34 of the 
most common psychiatric diagnoses of children and adolescents and was originally 
developed for use in large-scale epidemiological surveys. diagnoses included are: 
anxiety disorders, miscellaneous disorders, mood disorders, disruptive behavior 
disorders and alcohol and substance use disorders (fisher et al.j 1992). the disc 
does not cover psychosis or the autism spectrum disorders (duits & harkink, 2001), 
so their occurrence – in six day treatment clients - was identified and diagnosed by 
a multidisciplinary team (all other disorders are diagnosed with the disc). Because 
of overlapping criteria on some dsm-iv diagnoses, the diagnoses were categorized 
as follows: substance abuse, mood disorders, adhd, psychosis and autism spectrum 
disorders. subsequently, the number of scored categories was counted and dichoto-
mized into none or one comorbid disorder, and two or more comorbid disorders 
(kazdin & Whitley, 2006).
the judicial documentation system (jds) was used to establish a criminal history 
score, which is made up of data on crimes committed in the pretreatment period. 
the jds is a nationwide electronic database maintained by the ministry of justice 
which also granted access to the database. the database includes all offenders  
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convicted at trial. a felony was excluded if the juvenile had been acquitted, or 
if charges had been dropped. reasons for the prosecutor to drop charges are for 
example: lack of evidence, invalidity of the prosecution, or procedural faults made 
by the prosecutor. each felony was judged on crime severity according to a severity 
score method based on the method of doreleijers (1995, see appendix 1). according 
to this method, each crime was scored from 1 to 21, based on the maximum impos-
able penalty for that crime. each sequential step in numbers represents an interval 
of 12 months. thus, a score of 1 means a maximum penalty up to 12 months, a score 
of 2 means a maximum penalty from 12 to 24 months, etc. in this study, the crime 
severity score was calculated for each adolescent in the pretreatment period by add-
ing all individual scores for crimes he was convicted of.
procedure
as part of their day treatment program, all adolescents completed the above men-
tioned questionnaires at the start and termination of their treatment. youths who 
completed all measurements, received a gift certificate worth ten euros at treatment 
termination. Parents were also requested to fill in questionnaires prior to their in-
take meeting and after treatment termination. the questionnaires were sent by mail, 
accompanied by a return envelope. 
  
analyses
all scores were entered in sPss 13.0 for Windows and subscale scores were calcu-
lated. raw scores were used in all our analyses.
Paired t-tests were performed in order to calculate whether the difference be-
tween pretreatment and post treatment measurements was statistically significant. 
effect sizes were calculated for each t-test using cohen’s d. this was calculated as 
pretreatment score – post treatment score, divided by the pooled variance of both 
measurements. how to interpret the resulting effect size is disputable, but the most 
accepted guideline is that of cohen (1992) in which 0.2 is indicative of a small effect, 
0.5 a medium and 0.8 a large effect size. 
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reSuLtS
pretreatment and post treatment analyses
the means, standard deviations, and effect sizes on pretreatment and post treat-
ment measures are presented in table 2. table 2 indicates that overall, adolescents 
showed improvement in the expected direction on all relevant (sub)scales of the 
cBcl, ysr and Bdhi, except on the Bdhi scale direct aggression. this means that 
adolescents showed fewer problems after completing day treatment, than at the start. 
the effect sizes were small to medium (.22-.64).
table 2 also shows that all subscales on the externalizing problems/aggression 
dimension (except the aforementioned Bdhi direct aggression) showed a signifi-
cant change between pretreatment and post treatment measures. this change was in 
the expected direction and represents a significant positive treatment effect on the 
externalizing problems/aggression dimension. the internalizing problems subscales 
also showed a significant positive treatment effect in the hypothesized direction, as 
well as most of the total problem scales. 
on family functioning, parents reported diminished family conflict at the p < 
.10 level of the Pachiq – Parent version conflict solving. adolescents reported no 
change in their family functioning and parents reported no change on acceptance/
security on the Pachiq - Parent version acceptance and qfP security.
dISCuSSIon
this study focused on three hypotheses on the effects of a multimodal day treat-
ment program for juvenile delinquents: aggression management should improve, 
internalizing problems should be reduced and family involvement in the treatment 
should at least result in less family conflict.
according to parent reports and youth self-reports, respectively cBcl and ysr, 
aggression problems were reduced, while youth self-reports on the Bdhi do not 
show a decrease in ‘direct aggression’. since parent reports can be considered a more 
objective outcome in juvenile aggressive and externalizing behavior (vreugdenhil, 
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ta BL e 2 :  M e a n S ,  Sta n da r d de V Iat Ion S a n d e F F e C t SI z e S on pr et r e atM e n t a n d 
p o St t r e atM e n t M e aSu r e S .
domain/ Measure
externalizing problems/aggression
Bdhi direct aggression 
ysr attention problems 
ysr aggressive behavior 
ysr externalizing problems 
cBcl attention problems 
cBcl aggressive behavior 
cBcl externalizing problems 
Internalizing problems
Bdhi indirect aggression 
ysr internalizing problems 
cBcl internalizing problems 
Family functioning
Pachiq – c3 conflict mngt5 
Pachiq – c3 acceptation
Pachiq – P4 conflict mngt5
Pachiq – P4 acceptation 
qfP hostility 
qfP security
total problems
ysr total 
cBcl total 
qfP total score 
Note: 1N= df + 1 2 measured in Cohen’s d. 3 C = Child version. 4 P = Parent version. 5 mngt = management.  **p<.05, one-tailed.  
*p<.10, one-tailed.
mean
9.11
3.44
5.40
9.19
10.36
12.12
18.98
5.25
5.67
12.19
67.47
31.07
45.63
34.61
11.57
5.33
24.60
50.57
75.43
(sd)
(3.71)
(2.42)
(5.67)
(9.13)
(6.81)
(7.96)
(11.98)
(3.24)
(5.59)
(8.44)
(10.41)
(4.58)
(7.61)
(4.96)
(7.51)
(3.07)
(18.15)
(29.49)
(39.55)
mean
9.82
2.01
4.15
7.44
7.46
8.76
14.12
4.07
3.85
8.48
68.61
31.22
48.17
34.70
8.95
5.90
19.07
36.10
63.05
(sd)
(3.10)
(2.00)
(4.27)
(6.90)
(6.20)
(6.61)
(10.18)
(3.41)
(4.29)
(6.89)
(9.34)
(5.35)
(6.43)
(4.45)
(7.17)
(3.88)
(14.67)
(25.88)
(38.28)
Pretreatment Post-treatment
t
-1.01
4.62 
1.85 
1.95 
2.30 
2.24 
2.11 
2.14 
2.20 
2.36 
-0.69
-0.15
-1.63 
-0.07
1.49
-0.68
2.94 
2.71 
1.19 
(df)1
(27)
(27) 
(27) 
(27)
(20) 
(21) 
(21) 
(27) 
(26) 
(21) 
(27)
(26)
(22) 
(22)
(20)
(20)
(27) 
(21)
(20)
es2
.21
.64
.25
.22
.45
.46
.44
.35
.36
.48
.12
.03
.36
.02
.36
.16
.34
.52
.32
**
*
*
**
**
 **
**
**
**
 *
**
**
2003), and a medium shown effect size, aggression management is likely to be im-
proved. the difference between the ysr and Bdhi is that the ysr focuses on behav-
ior actually occurring, whereas the Bdhi focuses on behavior the juveniles say they 
will display in certain questioned situations implying an attitude towards aggression 
rather than acting aggressively. concerning internalizing problems, both adolescent 
self-reports (ysr, indirect aggression of Bdhi) and parent reports (cBcl) conclude 
that these problems are reduced significantly after day treatment. this is an impor-
tant finding since a dysphoric mood can lead to reactive aggression and internalizing 
problems, which will obstruct social functioning. 
a remarkable finding is that although scores on youth self-reports on both ysr 
and the subscale indirect aggression of the Bdhi are very low at baseline (Breuk, 
clauser, stams, slot, & doreleijers, 2007), they nevertheless improve significantly. 
although juvenile self-reports have the same outcome value as measured in the non-
clinical normal population (Breuk et al., 2007; vreugdenhil, 2003), self-reports still 
remain helpful in treatment evaluation as a means to measure changes before and 
after intervention. in this case a significant improvement has occurred according to 
juvenile self-reports. although clinicians understand that adolescents with antisocial 
behavior tend to deny problems before treatment, the clients can admit to feeling 
better afterwards and show this improvement in their self-report.
functional family therapy is a central element of this multimodal day treatment 
(Breuk, sexton, van dam, disse, doreleijers, slot, & rowlands, 2006). self-report 
of family functioning by parents and adolescents stems from a different perspective: 
parents feel worried and rejected by their children, who have delinquent friends, 
whereas the adolescents report a level of family closeness similar to families with no 
problems (dornbusch, erickson, laird, & Wong, 2001). While in this study adoles-
cents report no problems, the parents experience at baseline many family problems 
as measured by parent reports in the Pachiq and qfP (Breuk et al., 2007). after 
treatment parents are able to manage conflicts better (Pachiq). although statisti-
cally the difference is a trend (p< 0.1), the small n (24) together with a moderate 
effect size, indicate that it is a meaningful difference. another study (vreugdenhil, 
2003) also revealed that only some aspects of family functioning improve after day 
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treatment. in this study acceptance of the adolescents by the parents did not im-
prove. 
the juvenile population of the day treatment program consists of delinquents 
with a severe criminal history of repeated violent crimes and psychiatric comor-
bidity, who are not able to maintain a day structure, and who have many family 
problems. for this population, day treatment is the only alternative to residential 
treatment. even after treatment, mental health problems remain and keeping a day 
structure is a major challenge both for the adolescents and their parents. this means 
that emotional distress and family burden are a reality after treatment and a bet-
ter management of family conflict is the most feasible goal for this day treatment 
population rather than trying to reach a level of ‘normal family functioning’ thereby 
frustrating both family members and the treatment team.
this study concludes that aggression and internalizing problems have been di-
minished and family conflict is managed more adequately. 
Limitations
there are two important limitations: the study consists of a small group, and a 
control group is lacking. rey et al. (1998) conducted the only study of a day treat-
ment program in which a control group was included. they also applied the cBcl 
and ysr and found a significant post treatment change in both the treatment group, 
and the control group, so according to that study, no change could be attributed to 
the treatment program. in this study, effect sizes were medium, which makes it less 
probable that the day treatment imposes no additional effect. 
even more important is that the present study consists of a more severe group of 
juvenile delinquents. no day treatment study of a multimodal day treatment pro-
gram for juvenile delinquents exists. furthermore, in most studies on psychopathol-
ogy in juvenile delinquents, parent reports are missing (vreugdenhil, 2003). 
finally, the crime recidivism rates of other day treatment programs are worry-
ingly high (rey et al., 1998; kiser et al., 1996). another study carried out at this day 
treatment program indicated a crime recidivism rate of 25% after one year, for ado-
lescents who completed the program, compared to a 57% recidivism rate after one 
94
chaPter 5
year in the early dropout group, which is defined as adolescents leaving the program 
within three months after the start. 
Societal impact
this study reports on the outcome of a multimodal day treatment program for a 
group of juvenile delinquents. the adolescents were all diagnosed with behavioral 
disorders, and the majority had other psychiatric diagnoses as well. violent crime 
recidivism, family conflicts, a criminal peer group and the lack of a day structure 
lead within most societies worldwide to long-term detention and/or residential 
treatment. the day treatment program is an alternative to residential treatment 
and a history of severe violent crimes should not be a contraindication. if a client is 
regarded as a potential threat to society and/or if recidivism occurs during the treat-
ment program, cooperation with a local juvenile detention center (joc, amsterdam) 
guarantees the continuation of the day treatment program, while the adolescents are 
in detention. over the last three years approximately 80% of the juvenile delinquents 
have completed the day treatment program.
apart from being an alternative to residential treatment and/or detention far away 
from home, this day treatment is located in the middle of the community. Paren-
tal involvement is pursued by the implementation of functional family therapy: 
the treatment program is brought into their homes, and conflicts within the family 
are treated immediately from the onset of treatment. the difficulty of transferring 
learned social skills to society – one of the major obstacles in residential settings - is 
overcome, since adolescents practice these skills every day in a real world setting 
and are able to make supervised mistakes that are positively used in the treatment 
process.
the authors confirm that all the research done for this study meets the ethical guide-
lines, including adherence to the legal requirements of the netherlands. they report 
no conflicts of interest.
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appendix 1
Computing the criminal history score
in computing the criminal history score on all felonies included in this paper, the 
maximum imposable penalty in years/days of imprisonment, according to penal 
code, was noted.
in table 4, the maximum imposable penalty and the criminal history score according 
to this penalty, are presented. 
a criminal history score could be assigned to each felony using this method. in case 
of an attempt to commit a felony or being an accessory to a felony, the maximum 
penalty is reduced by 1/3 (according to penal code), and a criminal history score is 
given for this reduced maximum penalty.
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ta BL e 1 .  C r I M I na L h I StorY S C or e S aC C or dI nG to M ax I M uM pe na Lt I e S
maximum penalty (imprisonment) 
up to 1 year 
from 1 up to 2 years
from 2 up to 3 years
from 3 up to 4 years
from 4 up to 5 years
from 5 up to 6 years
from 6 up to 7 years
from 7 up to 8 years
from 8 up to 9 years
from 9 up to 10 years
from 10 up to 11 years
from 11 up to 12 years
from 12 up to 13 years
from 13 up to 14 years
from 14 up to 15 years
from 15 up to 16 years
from 16 up to 17 years
from 17 up to 18 years
from 18 up to 19 years
from 19 up to 20 years
from 20 up to 21 years
(days)
(1-364)
(365- 729)
(730-1094)
(1095-1459)
(1460-1824)
(1825-2189)
(2190-2554)
(2555-2919)
(2920-3284)
(3285-3649)
(3650-4014)
(4015-4379)
(4380-4744)
(4745-5109)
(5110-5474)
(5475-5839)
(5840-6205)
(6206-6569)
(6570-6934)
(6935-7299)
(7300-7664)
crime severity score
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
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aBStraCt
objective: to investigate whether a forensic psychiatric day treatment program 
(dtP) turned out to be more effective at follow up compared to follow up after 
detention on remand, in keeping adolescents at home, preventing re-placement in 
a correctional facility, reducing violent and general crime recidivism, and attending 
school and/or work, 
method: juvenile delinquents (n=37) and their parents, after imprisonment re-
ferred to a mental health day treatment center, were compared to a matched control 
group of juvenile delinquents who received care as usual after detention on remand 
(n=36). 
results: at twelve months follow up dtP adolescents, compared to the control 
group had a more favorable living situation (85% compared to 51%), remained fewer 
days in a correctional facility (41 compared to 116 days), committed 40-50% fewer 
violent crimes and crimes of less severity during twelve months follow up. more 
juveniles attended school or had work (60% compared to 41%). general recidivism 
did not differ between the groups. 
conclusion: day treatment was able to keep adolescents within the community, 
to prevent re-placement in a correctional facility, to reduce violent and severe crime 
recidivism, and to increase school or work attendance, but not to reduce general 
recidivism.
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IntroduCtIon
juvenile delinquency has become a societal problem with a high priority on the 
political agenda in the netherlands. the last ten years have shown a more than 200% 
increase of violent criminal acts by juveniles (Wodc, 2007). in order to safeguard 
society from these youngsters, there has been both societal and political pressure 
calling for prolonged incarceration and compulsory residential treatment.
nevertheless, empirical findings demonstrate that both plain detention (myner, 
santman, cappelletty & Perlmutter (1998) and compulsory residential treatment as 
penal measures lead to negative consequences (e.g. learning antisocial behavior, los-
ing parental support) and are related to high recidivism rates (50-55% after 2 years) 
(Winokur, smith, Bontrager & Blankenship, 2008; Wartna, kalidien, tollenaar, & 
essers, 2006). imprisonment has a criminogenic effect: once incarcerated, offenders 
end up in adult prison facilities more often than offenders who have been convicted 
for similar offenses without imprisonment (nieuwbeerta, nagin, & Blokland, 2007). 
compulsory residential treatment is often prescribed for juvenile delinquents com-
mitting severe crimes, but has other disadvantages: adolescents are placed in facili-
ties often far away from their home environment and families so that parents cannot 
be involved in their treatment. the generalization of social skills learned inside the 
facility poses a major problem as well. in addition to these arguments, the high costs 
of residential treatment have to be considered as well.  
another problem in the group of juvenile delinquents who commit more serious 
offenses and/or do so more frequently, is the high prevalence of psychiatric disorders 
(doreleijers, moser, thijs, engeland, & Beyaert, 2000). the most frequently occur-
ring psychiatric disorders among juvenile offenders are adhd, substance abuse, 
and internalizing disorders (teplin, abram, mcclelland, dulcan & mericle, 2002; 
vreugdenhil, doreleijers, vermeiren, Wouters & van den Brink, 2004; vermeiren, 
de clippele & deboutte, 2000). especially adhd in combination with disrup-
tive behavior disorders (cd and odd) has been identified as a risk factor for the 
exacerbation of antisocial behavior (taylor, chadwick, heptinstall, & danckaerts, 
1996; loeber, green, keenan, & lahey, 1995). this implies that for a majority of the 
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juvenile delinquents in institutional facilities psychiatric care is needed during their 
incarceration, not only in order to reduce the risk for criminal recidivism but also 
because there is a medical need for treatment. however, psychiatric care is often un-
available or inadequate (grisso & schwartz, 2003; desai, goulet, robbins, chapman, 
mogdole, & hoge, 2006; algemene rekenkamer, 2007). 
treatment alternatives should target (most)risk factors related to the development 
of criminal recidivism, (karnik & steiner, 2007). during treatment the juvenile’s 
contact with his social network should stay intact in order to reduce generalization 
problems (lahey, moffitt and caspi, 2003). for these reasons forensic psychiatric 
day treatment can be considered a possible alternative to placement in a correctional 
facility or residential treatment. disregarding the negative consequences of incarcer-
ation and residential treatment, might result in an increase in frequency and severity 
of crimes. so in order to prevent more severe violent crime from occurring, priority 
should be given to keeping juveniles within the community (sullivan, veysey, hamil-
ton, & grillo, 2007). 
this study investigates the effect of a family oriented, multimodal day treatment 
program for juvenile delinquents who had been incarcerated for having commit-
ted severe violent crimes. at trial they had been sentenced to day treatment. the 
outcome of the treatment group will be compared to the outcome of juvenile delin-
quents who were selected during detention on remand and who (a) did not receive 
mental health treatment after imprisonment, but care as usual delivered by juvenile 
probation officers, or (b) were sent to a compulsory residential facility after deten-
tion on remand. Both groups had been sentenced to imprisonment and/or compul-
sory residential treatment or day treatment, which means this is a group of juvenile 
delinquents having committed serious crimes. the subjects of the treatment group 
suffered from psychiatric comorbidity and major problems in functioning within the 
family and at school. 
the main aims of the day treatment program within this study are improving 
family functioning and reducing aggression problems of the adolescent. the specific 
main goals of the day treatment program are: 
1. reducing out-of-community placement
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2. reducing violent criminal recidivism by improving aggression management and 
diminishing family conflict.
hypotheses
follow-up data collection took place twelve months after the juvenile either finished 
the day treatment program or after detention on remand. the following hypotheses 
were examined:
Hypothesis 1:
after having completed the day treatment program, at follow up more juvenile 
delinquents will live within the community with their parents/family or on their 
own, compared to juvenile delinquents who did not receive mental health treat-
ment after detention on remand.
Hypothesis 2: 
after having completed the day treatment program, juvenile delinquents will 
spend fewer days in a juvenile justice facility during the follow-up period, com-
pared to juvenile delinquents who did not receive mental health treatment during 
follow up after detention on remand. 
Hypothesis 3:
after having completed the day treatment program, juvenile delinquents will 
commit fewer violent offenses during the follow-up period, compared to juvenile 
delinquents who did not receive mental health treatment after having left the 
detention center during follow up.
Hypothesis 4:
after completing the day treatment program, juvenile delinquents will commit 
fewer general offenses during the follow-up period, compared to juvenile delin-
quents who did not receive mental health treatment after having left the detention 
center during follow up.
Hypothesis 5:
after having completed the day treatment program, at follow up, more juvenile 
delinquents will attend school or work, compared to juvenile delinquents who did 
not receive mental health treatment after detention on remand. 
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Method
participants
Participants were 37 juvenile delinquents who were sentenced by the judge to 
imprisonment and a day treatment center after imprisonment. the juveniles started 
treatment between august 2002 and october 2005 and terminated treatment be-
tween october 2002 and september 2006. the matched control group consisted of 
36 juvenile delinquents who had been selected during detention on remand and who 
(a) did not receive mental health treatment after imprisonment, but care as usual 
delivered by juvenile probation officers, or (b) were sent to a compulsory residential 
justice facility after detention on remand. they were matched on four criteria: age, 
sex, ethnicity and criminal history. 
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floWchart 1 .  all juvenile delinquent s in detention on remand in amsterdam, 
2003-2005
* Estimated based on 150 places in juvenile justice institutes, mean stay 40 days.
no
assessment
2940
detention remand
on ± 3500*
trial
detention & probation; 
care usual: 3403
compulsory residential
treatment: 60
day treatment: 37
assessment
560
release
from 
detention
as can be seen on flow chart 1, first psychological assessment of incarcerated 
juvenile delinquents was from 2002-2005 not a standard procedure; only a minority 
was psychologically assessed. a recent report on psychological assessment in justice 
facilities concluded that there are many shortcomings in these settings. one of them 
was that psychiatric evaluation and treatment in these facilities were insufficient and 
inadequate (inspectierapport, 2007). 
second there were no criteria for selecting no treatment/care as usual, day treat-
ment, compulsory residential treatment, or other treatment possibilities. as shown 
in flow chart 1, a small minority received compulsory residential treatment or day 
treatment. dutch studies comparing psychopathology of juvenile delinquents sen-
tenced to compulsory residential treatment or to plain detention (algemene reken-
kamer, 2007; vreugdenhil, 2003) showed no differences. also juvenile delinquents 
that have or have not been selected for assessment do not differ concerning psycho-
pathology (doreleijers, 1995). so the selection of juvenile delinquents for the day 
treatment program can be considered quite arbitrary.
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floWchart 2 .  selection Pro cedure for exPerimental grouP and c ontrol grouP
se : Experimental group was selected after trial, at admission to day treatment
sc : Control group was selected, based on the matching criteria, during detention on remand
fue : Follow up of experimental group started after day treatment
fuc : Follow up of control group started after release from detention
match
control group:
n=36
detention
on remand
trial
compulsory residential
treatment: 6
care as usual (= proba-
tion detention): n=30
day treatment
n=37
sc
fuc
se
fue
the treatment group was selected by including all juvenile delinquents sen-
tenced to the day treatment program from 2002- 2005 after detention and after trial. 
control group juveniles were selected before their trial. since the time to trial was 
usually very long, most cases eligible for a control group had already been released 
from the detention center immediately after the trial, making them unavailable for 
the study. therefore the control group had to be selected before trial, during deten-
tion on remand. 
Within the dutch legal system a randomized trial was not possible since judges 
decide independently what measures should be taken with an individual juvenile de-
linquent. in most cases judges sentence juvenile offenders committing severe crimes 
to imprisonment and order a juvenile probation officer to guide the youngster after 
his release from the detention center. therefore, considering the small minority of 
all incarcerated juvenile delinquents sent to day treatment, a matched control was 
considered to be a viable alternative to a randomized trial. 
following the myers study (2000) treatment group and control group were 
matched on four important criteria: sex, age, ethnicity, and criminal history. crimi-
nal history was measured by the number and the character of the offenses. after 
matching, both groups were compared on several other characteristics: (a) days in 
prison before entering the study, (b) psychopathology, and (c) psychopathy. 
the study group consisted of 37 juvenile delinquents, included between 2002 
and 2005. day treatment adolescents without a criminal history were excluded. 
the control group consisted of 36 juvenile delinquents who had been detained on 
remand for at least two months, in one of the two closed juvenile detention centers 
in amsterdam (joc and ‘t nieuwe lloyd). informed consent was obtained from all 
participants and from the parents of the study group. for the control group only the 
parents of adolescents under the age of 16 had to give their consent. furthermore, 
juveniles in both groups were compared on demographic variables and several 
aspects of criminal history. in these domains, no differences were found between the 
groups either. Both study and control groups were comparable on most measures. 
the study group however reported more abuse of alcohol and drugs. the sample 
characteristics of the study group and the control group are shown in table 1.
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ta BL e 1 .  samPle char acteristics
domain/ Measure
% Male 
Mean age at start of treatment 
in years (Sd)
ethnicity
% caucasian/white
% surinam
% arabic (mainly moroccan)
% other non-western background
% other western background
% turkish
Criminal history
mean age at first crime in years 
(sd)
mean number of felonies prior to 
treatment/detention (sd)
mean crime severity score prior to 
treatment/detention (sd)^
relative severity score of committed 
felonies (sd)^^
% of juveniles who committed severe 
violent felonies prior to treatment/
detention
Day treatment
total 
group
(n = 37)
100
16.9 
(1.15)
27
27
19
14
8
5
15.0 
(1.26)
5.6 
(6.81)
37.6 
(46.71)
6.7
(3.33)
62
com-
pleters 
(n = 28)
100
17.0 
(1.21)
29
14
25
14
11
7
15.2 
(1.26)
5.0
 (4.82)
34.3 
(38.36)
6.5 
(3.52)
61
drop 
outs
 (n = 9)
100
16.8 
(.96)
22
44
22
11
0
0
14.3 
(1.02)
7.6 
(11.16)
47.8 
(67.46)
7.2 
(2.8)
67
(n = 36)
100
16.7
(1.37)
32
27
19
10
5
5
14.9
 (1.60)
6.3
 (4.53)
41.9
 (29.57)
6.9
 (2.73)
57
Detention only
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Note: ^ See appendix 1 for method
^^ Relative severity score of committed felonies is calculated by dividing the total 
crime severity score by the number of committed felonies.
domain/ Measure
Correctional facilities history 
% of juveniles who had been in a 
correctional facility at least once
mean number of days in correctional 
facilities prior to treatment/detention (sd)
psychopathology in addition to deviant 
behavioral disorders
% adhd
% mood/anxiety disorders
% substance abuse
% Psychosis
number of co-morbid categories in 
addition to deviant behavioral disorders
% no co-morbid category
% one co-morbid category
% two or more co-morbid categories
psychopathic traits: 
YpI total score (Sd) 
Day treatment
total 
group
(n = 37)
97
193.8 
(33.29)
8
14
46
5
49
35
16
93.1 
(23.1)
com-
pleters 
(n = 28)
96
187.6 
(34.32)
4
11
43
7
54
32
14
93.5 
(22.70)
drop 
outs
 (n = 9)
100
232.7 
(264.7)
22
22
56
0
33
44
22
91.8 
(26.46)
(n = 36)
100
227.1
 (59.0)
11
22
28
3
58
25
17
87.9
 (18.7)
according to disc- c according to dPs
Detention only
the study setting
the forensic psychiatric day treatment program started in 1997 as an alterna-
tive to regular judicial interventions that had yielded disappointing results (Bartels, 
Parker Brady, & doreleijers, 1999). since 2003 this day treatment program has been 
augmented by involving parents as part of the program. family orientation became 
the core characteristic of the day treatment program in this study. the day treatment 
program focuses on the family by introducing functional family therapy (fft) at the 
beginning of treatment (alexander & sexton, 2002; sexton & alexander, 2003). fft 
encompasses three different phases: the engagement/motivation phase, the behavior 
change phase, and the generalization phase. fft targets negative family processes 
and reducing out-of-community placement will be a more specific goal. 
  in addition to family orientation, individual disorders could be identified and 
separately treated by several evidence based treatments for behaviorally disordered 
adolescents. in the second stage of the treatment, teaching individual skills, aggres-
sion management, and treating psychiatric disorders were the main target (Breuk, 
sexton, van dam, disse, doreleijers, slot, & rowlands, 2006). cognitive behavior 
therapy (cBt) and medication were used for disorders such as adhd, impulse con-
trol disorders, internalizing disorders and personality development disorders (Weisz 
& hawley, 2002; diamond & josephson, 2005; vermeiren, jespers, & moffit, 2006; 
karnik & steiner, 2007). 
in addition to extensive psychiatric assessment, the individual treatment takes into 
account the established diagnosis (doreleijers, moser, thijs, van engeland, & Bey-
aert, 2000). this means providing psycho-education to both adolescents and their 
parents, motivating and prescribing medication when necessary (e.g., methylphe-
nidate in adhd), and providing individual cognitive psychotherapy and/or social 
skills training. aggression management became a more central target in this second 
stage of treatment because of the main goal of preventing violent crime. cognitive 
behavior therapy was targeted towards social skills development and aggression 
management (kazdin, 1997; muller & colijn, 1999; dodge, 1986).
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Measurements
The national institute of mental health diagnostic interview schedule for children 
iv (nihm disc-iv) youth version was used in order to establish the specific psychi-
atric diagnoses of the adolescent. fisher, Wicks, shaffer, Piacentini, & lapkin (1992) 
originally developed the disc-iv in 1992. ferdinand & van der ende (1998) developed 
a dutch version in 1998. in the control group, the disc Predictive scales (dPs) were 
used to screen for psychiatric diagnoses. This instrument has demonstrated accurate 
screening in cases of specific dsm-iv disorders (lucas et al., 2001).
The youth Psychopathy inventory (yPi) is a self-report questionnaire designed to 
assess the core traits of the psychopathic personality constellation (andershed, kerr, 
stattin, & levander, 2001). The reliability of the total yPi scale has been evaluated in 
one study (das, de ruiter, lodewijks, & doreleijers, 2007).
The justice documentation system (jds) was used to establish a criminal history 
score, which consists of data on crimes committed in the pre-treatment period and the 
recidivism rates during a twelve-month follow up. The jds is a nationwide electronic 
database maintained by the ministry of justice which granted access to the database. 
The database includes all offenders convicted at trial. furthermore, each criminal act 
was given a crime severity score by means of an assessment method, used by the minis-
try of justice (Wartna, Blom, & tollenaar, 2004; laan & essers, 1990). in this study, an 
absolute crime severity score was calculated for each adolescent by adding al individual 
scores for crimes he was convicted of in the pretreatment period and in the recidivism 
period. also a relative crime severity score was calculated by dividing the absolute 
crime severity score by the number of crimes committed in the recidivism period.
ten uitvoer legging Penitentiair programma (tulP), a documentation system of 
the ministry of justice registers, among other data of incarcerated juveniles, the stay of 
juveniles within closed justice facilities. This system was used to register the length of 
stay within a justice facility of the treatment group and the control group, before inclu-
sion in the study, and during the twelve-month follow up.
to gather information on the place of residence, and the school/work situation 
twelve months after ending day treatment and/or detention on remand, a youth infor-
mation list (yil) (slot & jagers, 1992) was filled in by the juvenile probation officer at 
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that time. if this was not possible, parents were interviewed by telephone and were asked 
the same questions. The living situation (place of residence) was considered ‘favorable’ 
if the adolescent lived with his parents or family or on his own, and ‘not favorable’ if the 
adolescent was placed outside the community (incarceration, compulsory residential 
treatment by penal law or civil protection), or if he was homeless. The work/school situ-
ation was considered ‘favorable’ if the adolescent attended school and/or work, and ‘not 
favorable’ if the adolescent did not attend school or work (or when incarcerated).
procedure
all adolescents completed the above mentioned questionnaires at the start of day 
treatment or - for the control subjects - two months after having been incarcerated.
The control group was tracked by the tulP system in order to register when they had 
left prison. twelve months after finishing day treatment (experimental group) or after 
detention on remand (control group), the living situation, days of stay in a closed justice 
facility, and school/work situation were measured. criminal recidivism during the twelve 
months after ending day treatment or leaving the detention center was also measured.
Within the control group, juvenile delinquents were selected two months after deten-
tion, but before trial. after trial the judge could (a) sentence the adolescent to several 
months up to a maximum of two years of incarceration or (b) order a long term period 
of compulsory residential treatment by penal law or as a civil protection measure. The 
majority (30) of the incarcerated juvenile delinquents were sentenced to plain detention. 
Their follow up started at their release from imprisonment. six juvenile delinquents were 
sentenced - after being included in the control group - to long-term compulsory residen-
tial treatment. This long-term sentenced group was included starting with their follow 
up twelve months after inclusion during detention on remand. This twelve month period 
was comparable to the average duration of the day treatment in the experimental group. 
This means that the follow up of the long term sentenced group ranged from twelve to 24 
months after inclusion. data were collected concerning days in a closed justice facility, 
place of residence, and school/work situation. They were excluded from criminal recidi-
vism follow up since, due to their incarceration period, they would not be able to commit 
crimes during the follow up period.
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analyses
the main analysis is an ‘intention to treat analysis’, comparing the total day treat-
ment group to the control group. a second analysis is a ‘completer analysis’ between 
the participants who completed day treatment and the control group.
• Chi square test
differences in place of residence after twelve months, general and violent crimi-
nal recidivism during the twelve-month follow up, and school/work after twelve 
months of follow up, were analyzed using the chi square test. the significance 
level was set at p < .10 due to the small n( of subjects), even though this adjust-
ment resulted in increasing the risk of making type i errors (sacket, haynes, 
guyatt & tugwell, 1991). effect sizes and odds ratios were calculated for each chi 
square test carried out. 
• Mann-Whitney test
the distribution of the length of stay in a closed justice facility during the fol-
low up period appeared to be non-normal. after adjustment, the data were still 
not normally distributed, so a non-parametric test had to be used. differences 
between the treatment group and control group were tested using the mann-
Whitney test. 
• ANOVA
the severity of the repeated offenses during follow up was compared between the 
treatment and the control groups using anova, after transforming severity into 
z- scores. 
reSuLtS
characteristics of both treatment group and control group have been described in 
table 1. Within the day treatment group 28 out of 37 participants completed day 
treatment, i.e. 75.7%. nine participants dropped out because of a lack of compliance 
and/or use of physical violence during treatment or they had repeatedly committed 
crimes during the period of day treatment. 
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F IG u r e 1 .  all outc omes:  c omParison Bet Ween c omPleters,  total treatment 
grouP and c ontrol grouP on living situation,  recidivism and violent 
recidivism,  severit y of recidivism and staying at scho ol or Work
living situation
Note 1: favorable living situation = living 
independently or with parents or family; 
unfavorable living situation = placed 
outside community or homeless; living 
situation: p < .01; days in correctional 
facility p < .01)
Note 2: Total recidivism: N.S.; Violent 
recidivism: p < .10
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Note 3: Crime severity score = based 
on maximum imposable penalty of a 
particular felony, the score is the sum 
of all individual CSS scores in the 
recidivism period; relative severity score 
= CSS/number of committed offenses. In 
this way the average severity score per 
felony was calculated: p < .10.
Note 4: p < .10
relative severity score
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Staying within the community at twelve months of follow up:
85% of the total dtP group and 89% of the completer group had a favorable post 
treatment living situation, compared to 51% of the control group. Both differences 
(total dtP group vs. control group and completer treatment group vs. control group) 
are significant, χ2 (1, n = 69) = 9.107, p < .01 and χ2 (1, n = 62) = 9.788, p < .01 with 
medium effect sizes (v = .363 and .397). Based on the odds ratio, juveniles in the 
treatment group were 5.48 times (95% ci: 2.07 – 14.47) more likely to have a favor-
able living situation than juveniles in the control group. for the treatment com-
pleters, the odds ratio was 7.56 (95% ci: 2.39 – 23.88).   
during the follow-up period the average length of stay of each participant within 
a closed justice facility was 41 days for the total day treatment group and 19 days for 
the completer group, compared to 116 days for the detention only group. according 
to the mann-Whitney test, juveniles in the control group (mdn = 27, range: 0-365) 
spent more time within a closed justice facility during the follow up period than 
juveniles in the treatment group (mdn = 0, range: 0-236), u = 465.00, p < .01 as well 
as juveniles in the completer treatment group (mdn = 0, range: 0-208), u = 292.00, p 
< .01. 
Criminal recidivism at twelve months of follow up: general recidivism, violent 
recidivism and severity of recidivism.
general recidivism during follow up of the total day treatment group was 39%, of 
the completer group 35%, while within the control group adolescents were convicted 
in 50% of the cases, resulting in non significant differences, χ2 (1, n = 66) = .820, ns 
and χ2 (1, n = 58) = 1.205, ns. 
violent offense recidivism varied from 22% and 18% in the total day treatment 
and completer groups to 37% in the control group. Both differences (total treatment 
group vs. control group, and completer treatment group vs. control group) were sig-
nificant, χ2 (1, n = 66) = 1.665, p < .10 and χ2 (1, n = 58) = 2.565, p < .10 with small 
effect sizes (v = .159 and .210). Based on the odds ratio, juveniles in the control 
group were two times more likely to have committed a violent crime during the fol-
low-up period than juveniles in the treatment group (95% ci: 0.68 – 5.97). compared 
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to the treatment completers, the juveniles in the control group were 2.7 times (95% 
ci: 0.78 – 9.01) more likely to have committed a violent crime during the follow-up 
period. however, the confidentiality intervals suggest these results should be inter-
preted with much caution and the possibility that the found differences between the 
groups occurred coincidental should be considered . 
an effect was also found on the relative severity score of the recidivism crimes that 
were committed - the mean crime severity score per recidivism offense. the total 
dtP group (mean z-score: .517), and the completer group (mean z-score: .363) had 
a lower average relative severity of the recidivism offenses committed as compared 
to the detention only group (mean z-score: .827), F (1, 27) = 1.954, p < .10, with a 
medium effect size (η = .067) and F (1, 23) = 2.298, p < .10, with a medium effect size 
(η = .091). there was no significant effect on the absolute score of the severity of the 
recidivism crimes committed, between the total dtP group (mean z-score: 0,83), the 
completer group (mean z-score: 0,74) and the detention only group (mean z-score: 
1,25).
School and/or work status at twelve months of follow up:
there was a small difference (small effect size, odds ratio total group: 1.95 [95% 
ci: 0.74 – 5.15], odds ratio completer group: 2.00 [95% ci: 0.71 – 5.68] ) in attend-
ing school or work between the total day treatment group/completer group, 59-60% 
and the detention only group, 43% , χ2 (1, n = 67) = 1.825, p < .10 and χ2 (1, n = 60) 
= 1.714, p < .10. however, the confidentiality intervals suggest these results should be 
interpreted with much caution and the possibility that the found differences between 
the groups occurred coincidental should be considered.
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dISCuSSIon
this study compares five modes of outcome of day treatment for juvenile delin-
quents after incarceration, with incarcerated youths after detention on remand. at 
twelve months follow up, day treatment had better results on four outcome mea-
sures: (a) staying within the community by living at home more often, (b) staying 
within a closed justice facility for a shorter period of time, (c) committing fewer 
violent offenses, and (d) attending school or work. general offense recidivism after 
twelve months did not differ. these conclusions were independent of excluding 
dropouts from the dtP group; only effect sizes for the completer group were slightly 
raised.
the strongest positive effects of day treatment were on the living conditions: 
at follow up, 85% of the day treatment group lived at home with parents or family 
or lived on their own, compared to 51% in the control group. this is a remarkable 
result since both groups were previously incarcerated and had a similar criminal 
history before the study. apart from cost savings, staying within the community and 
staying out of a criminogenic closed justice facility is considered a necessary step in 
treating juvenile delinquents (sullivan et al., 2007), and preventing an adult criminal 
career (nieuwbeerta et al., 2007). 
staying within the family and the community is one of the main objectives of 
functional family therapy. reducing both the percentage of violent crimes and the 
severity of recidivism is an important result, since the sample studied consists of 
incarcerated juvenile delinquents most of whom had repeatedly committed severe 
violent crimes. the reduction of violent offenses is 40% for the whole treatment 
group and 50% for the completer group. 
although the effect on violent criminal recidivism was a meaningful effect, it 
should be kept in mind that because of the small sample size in this study, differ-
ences were considered significant at p < .10 and the effect sizes were small. While 
there were some favorable results on school or work attendance, the effect size was 
also small: 40% of the day treatment group did not attend school or work one year 
after completing treatment.
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Limitations
this study does not apply a randomized controlled design, posing the question 
whether the groups were truly comparable. Within the dutch legal context, this 
study design provided the only way to study the treatment outcome of this group of 
juvenile delinquents, since judges independently decide on treatment for individual 
juvenile delinquents. after a match control procedure no differences were found 
between the two groups, therefore the experimental and control group similar on 
characteristics measured. studies comparing juvenile delinquents in plain detention 
to juveniles in (residential) treatment also proved these groups to be comparable. 
since only a very small group of all possible candidates was designated for day treat-
ment after imprisonment, the control group selected during detention on remand is 
an appropriate control group.
another limitation is the relatively small sample size of the study group (n=37). 
nevertheless the outcome of this study is important, since to our knowledge, no day 
treatment evaluation studies of juvenile offenders committing severe violent crimes 
have become available yet, while evidence based treatment is needed to successfully 
prevent juveniles from embarking upon an adult criminal career. 
all juvenile delinquents sent to the day treatment program between 2002 and 
2005 were included, which resulted in the inclusion of 37 subjects. Because of the 
sample size, it was decided that the level of significance of p < 0.10 offered the best 
alternative. accepting a level of significance at p < .05, would result in too big a risk 
of reducing power and making type ii errors (sacket, et. al, 1991). replication of the 
study is needed to further elaborate on the effects of this first study on the effect of a 
day treatment program for persistent juvenile offenders.
even the day treatment group of juvenile delinquents still showed a high level of 
recidivism, especially general recidivism (39%) and a high percentage of having no 
school or work (40%). this can be considered a challenge for future day treatment 
programs: although there are focused programs on individual problems (e.g., aggres-
sion, comorbidity), and fft for families, a school program was still under develop-
ment during the current study. 
additionally, the day treatment program lacked a proper examination of and  
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interventions with the juvenile’s social network, including (criminal) peers. so the 
day treatment program should develop methods to deal with these issues in the mul-
timodal treatment program.
Societal consequences
Within society there is political pressure to incarcerate juvenile delinquents. this 
study, however, shows that mental health alternatives have better results. it specifi-
cally supports the plea for intensive multifocal family focused treatment. since the 
group consists of persistent juvenile delinquents the results are promising.
another finding is that day treatment can also serve as an alternative for long 
term residential treatment in closed justice facilities. day treatment seems to be 
cost effective given the decrease in duration of stay in closed justice facilities within 
twelve months after treatment or initial detention: 116 days in the control group 
compared to 41 days in the day treatment group. finally a major problem of patients 
in residential facilities is to generalize learned skills to society, and to work with 
families. family focused day treatment should therefore be considered an alternative, 
both as an aftercare program after incarceration and as an alternative to residential 
treatment in a closed facility.
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C ha p t e r 7
gener al discussion
IntroduCtIon
this thesis describes a study on the effectiveness of a forensic psychiatric day 
treatment program for juvenile delinquents. the aim of this program is to improve 
psychosocial functioning of both the individual adolescent and his/her family, and at 
the same time reduce criminal recidivism, especially of violent crimes, and psychiat-
ric symptoms.
the study was initiated in 2003 when the first step was taken to set up an evi-
dence based day treatment program, especially targeting the reduction of psychi-
atric symptoms (internalizing disorders, adhd), building social skills, improving 
aggression management (reducing aggression), and improving family functioning 
(especially diminishing family conflict). the day treatment group was compared to 
a control group selected during detention on remand (a) who received care as usual 
from juvenile probation services after imprisonment, or (b) who were sent to a com-
pulsory residential facility after detention on remand. Post treatment measurements 
were made, and follow-up figures were gathered after one year.
the results of the evaluation study will be described and will be reflected upon. 
after the discussion of the results the limitations of the study will be considered. 
this chapter will conclude with recommendations for further research, and for the 
ongoing development of the day treatment program. finally the societal implications 
will be discussed.
reSuLtS 
the results related to the first five hypotheses are reported in the fifth chapter of 
this thesis. the hypotheses concerned the following differences between the treat-
ment group and the control group at twelve months follow up: (1) more living at 
home instead of being homeless, being incarcerated or receiving residential treat-
ment, (2) fewer days within a justice facility, (3) less violent and severe crime recidi-
vism (day treatment program vs. control group after imprisonment), (4) less general 
crime recidivism (day treatment program vs. control group after imprisonment), and 
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(5) more school and/or work. 
for the day treatment group the results will be mentioned both for the whole 
treatment group and separately for the completers (i.e. the whole treatment group 
without the juveniles that dropped out of treatment). the results can be summarized 
as follows:
• more juveniles were living in the community (i.e. living at home with their 
parents or families or living on their own) at one year follow up after the day treat-
ment program (dtP), compared to the control group. eighty five percent of the 
treatment group lived at home, compared to 51% of the control group. the same 
tendency can be found in differences in stay within a juvenile justice facility during 
12 months of follow up. the average stay was 41 days for the day treatment group, 
compared to 116 days for the control group. the completer group stayed, on aver-
age, 19 days within a juvenile justice facility during follow up (hypotheses 1 and 2).
• violent crime recidivism was also reduced in the dtP group, compared to the
control group after imprisonment. dtP youths committed 40% fewer violent 
crimes at one year follow up, with the completer group reporting 50% fewer violent 
crimes. however, this effect was small and the possibility that these differences 
occurred coincidentally (as opposed to being an effect of day treatment) should be 
considered. in addition, criminal recidivism of the dtP group was less severe com-
pared to that of the control group after imprisonment. this effect can be consid-
ered moderate and more reliable (hypothesis 3).
• no differences were found in general offense recidivism at one year follow up 
between the dtP group (39%, completers 35%), and the control group after im-
prisonment (50%) (hypothesis 4).
• the dtP group attended work or school more often at one year follow up 
compared to the control group. however, the effect was small: at one year of follow 
up 40% of the dtP group did not attend school or work (hypothesis 5).
the results of the last three hypotheses (6, 7, 8) are described in chapter four of this 
thesis. in summary, the outcome of the dtP group directly after finishing treatment 
was:
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• aggression problems measured by both youth self-reports and parent reports were
reduced (hypothesis 6).
• internalizing problems and adhd symptoms measured by both youth self-reports
and parent reports were reduced (hypothesis 7).
• family conflicts after the dtP as measured by parent reports were reduced 
(hypothesis 8).
promising effects
this study has focused on four outcome modes of a dtP for juvenile delinquents 
after incarceration, compared to incarcerated youths who only received care as usual 
by juvenile probation officers or compulsory residential treatment after detention on 
remand. 
the strongest positive effect of the dtP was that more juvenile delinquents stayed 
within the community. apart from cost savings due to fewer days of stay within a 
closed juvenile justice facility, staying within the community and out of crimino-
genic closed justice facilities may contribute to preventing an adult criminal career. 
since the study group consisted of a group of previously incarcerated juvenile de-
linquents, a majority of whom had repeatedly committed severe violent crimes, the 
reduction of violent crime by 40 to 50% is a promising result. the effect on violent 
criminal recidivism is clinically relevant, although it should be noted that the effect 
was small and differences (after day treatment) may have occurred coincidentally. 
the dtP encompasses a multimodal treatment program with evidence based 
components (functional family therapy [fft], aggression replacement training 
[art]) as well as other elements (support by sociotherapists, creative therapy). 
however, it remains unclear whether the above mentioned effects can be attributed 
to fft (keeping the juvenile within the community, reducing conflict), or art 
(reducing violent crime). therefore, the effectiveness of the various elements of the 
dtP has to be tested in future research.
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no or minimal effects
general criminal recidivism was not reduced in the treatment group, compared to 
the control group. the findings of the outcome of the dtP suggest that the pro-
gram is more successful in treating violent crime than general crime. most probably, 
the dtP was successful in reducing violent crime by targeting reduction of fam-
ily conflict and, on an individual level, by improving aggression management and 
diminishing psychiatric comorbidity. especially reducing adhd symptoms could 
be of importance in preventing violent crime, since adhd together with disruptive 
behavior disorders is associated with an exacerbation of antisocial behavior (loeber, 
green, keenan, & lahey, 1995). Whether treatment of adhd can cause a reduction 
of criminal behavior requires further research.
although the effect was small, there were some favorable results on school and 
work attendance: 60% of the day treatment program group still attended school or 
work one year after completing treatment. during the years in which the study took 
place (2003 to 2006) the dtP offered only a partial program for school, lacked a 
focused program on peer influence, and lacked thorough aftercare aimed at prevent-
ing relapse. general crimes are more often committed under the pressure of peers, 
especially if the adolescents have no day-to-day structure and/or no daily work (sher-
man, gottfredson, mackenzie, eck, reuter, & Bushway, 1998). this may explain why 
the dtP was less successful in reducing general crime recidivism. an intended future 
study will investigate whether improvements in the day treatment program lead to 
better results with general recidivism.
potential effects
another main target of the dtP is the assessment and treatment of psychiatric 
comorbidity. Percentages of psychiatric disorders (e.g. adhd, internalizing disor-
ders, psychosis, substance abuse) were found to be high in both the treatment group 
and the control group. Parent reports and adolescent self-reports showed a reduction 
of aggression, adhd, and internalizing symptoms, indicating that the dtP is suc-
cessful in addressing mental health problems. the question is how the reduction of 
symptomatology of mental health problems is related to preventing crime recidivism. 
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adhd (together with dBd) and substance abuse in juvenile delinquents increase 
the risk of crime recidivism (loeber et al., 1995). there is still a lot of uncertainty 
about the relationship of other psychiatric disorders to the increase of crime recidi-
vism. nevertheless, ameliorating psychiatric problems helps adolescents improve 
their psychological and social functioning, which is an important treatment target 
even if this does not result in reduction of crime recidivism. since the majority of 
juvenile delinquents have been demonstrated to suffer from psychiatric comorbid-
ity, assessment and treatment of these comorbid disorders has been recommended 
(grisso & schwartz, 2003; doreleijers, 1995).
    in conclusion, if juvenile delinquents suffer from psychiatric comorbidity, 
adequate psychiatric care should be offered (inspectierapport, 1997). further study 
is needed on the risk of psychiatric disorders other than adhd and substance abuse 
disorders for crime recidivism. 
Literature on effective treatment of behavior disorders in relation to the findings 
of the treatment outcome of the dtp
most studies concerning treatment of behaviorally disordered adolescents under-
line the necessity of multilevel intervention treatment, often distinguishing society/
community, family, and individual levels (karnik and steiner, 2007; Weisz, jensen-
doss, & hawley, 2006; sukhodolsky & ruchkin, 2006). since juvenile delinquents 
are at high risk for psychiatric comorbidity, psychiatric assessment and treatment is 
often necessary (doreleijers, moser, thijs, van engeland, & Beyaert, 2000).
the dtP contains evidence based elements on the individual level, including 
psychiatric comorbidity, as well as on the family level. the outcomes are accord-
ingly: diminishing aggression, ameliorating psychiatric comorbidity, and diminish-
ing family conflict. on the family level, fft focuses on lowering family conflict. 
this implies that a successful course of fft enhances the opportunity of a family life 
together, increasing the chance of the juvenile staying at home (in his home environ-
ment) and participating in family life. this could be an explanation for the effects of 
day treatment concerning living at home. however, in this study it was not possible 
to determine the individual contribution of fft to the total effect of day treatment. 
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the relatively small effect of the day treatment program in helping the juveniles to 
attend school or work, and the lack of results concerning the reduction of general 
recidivism show the need for more investment in the juvenile’s social network. 
Limitations of the study
• the study was designed and carried out by the same clinician who developed the
day treatment program, which runs the risk of bias. this risk has been counter-
acted by relying only on outcome data that cannot be manipulated, such as official 
crime recidivism reports, days of stay within a juvenile justice facility, and reports 
by juvenile probation officers and/or parents on the living and work/school situ-
ation. at the same time, the researcher had only treated a small minority of the 
patients within the study, further reducing the risk of bias. furthermore, treatment 
outcome has been reported by two independent sources: youth self-reports and 
parent reports, selected by independent researchers. 
• this study applied a matched control design instead of a randomized controlled
design, posing the question whether the groups were truly comparable. Within 
the dutch legal context, this design provided the only way to study the treatment 
outcome of this group of juvenile delinquents, since judges independently decide 
on treatment for individual juvenile delinquents. after a match control procedure 
no differences were found between the two groups; therefore the experimental and 
control groups can be considered comparable. studies comparing juvenile delin-
quents in plain detention to juveniles in (residential) treatment also proved these 
groups to be comparable. since only a very small group of all possible candidates 
was designated for day treatment after imprisonment, the control group selected 
during detention on remand is an appropriate control group.
• another limitation was the relatively small sample size of the study group (n=37).
the study represents the first evaluation of a dtP for persistent juvenile offend-
ers in the netherlands. the dtP started with ten juveniles and continued with the 
inclusion of approximately ten juveniles a year. this experimental dtP was studied 
in order to gain support for day treatment as an alternative to the usual juvenile 
justice interventions. all juvenile delinquents sent to the dtP between 2003 and 
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2005 were included, which resulted in the inclusion of 37 subjects. nevertheless, 
the outcome of this study is important, since to our knowledge, no day treatment 
evaluation studies of juvenile offenders committing severe violent crimes have ever 
been published. 
• new development of evidence based treatment is needed to successfully prevent
juveniles from embarking upon an adult criminal career. Because of the relatively 
small sample size, it was decided that the level of significance of p < 0.10 offered 
the best alternative. accepting a level of significance at p < .05, would result in a 
high risk of making type ii errors (sacket, haynes, guyatt, & tugwell, 1991). rep-
lication of the study with larger sample sizes is needed to further elaborate on the 
effects of this study.
• the study on the effect of the dtP on the reduction of psychiatric symptoms and
improving family functioning lacked a control group. in this study the control 
group, after leaving the detention center, was not available for the follow up of post 
treatment measurement of psychopathology.
recommendations for the day treatment program
improvements during the day treatment program (school, peer influence analy-
sis), and after finishing the program (case management, booster sessions to help 
generalize learned skills, relapse prevention, and if necessary referral to extra social 
services) are aimed at raising school or work attendance and at reducing general 
crime recidivism. When juvenile delinquents succeed in attending school or work, 
an adult criminal career can most likely be prevented, even if they have a long his-
tory of antisocial behavior starting in early childhood (roisman, aguilar, & egeland, 
2004).
a multimodal day treatment program should target the following levels of inter-
ventions:
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recommendations for further research
in this study a one year follow up was conducted. since the strongest results were 
found regarding keeping the juvenile delinquents within the community and reduc-
ing violent and severe crime recidivism, the main question is whether this outcome 
can predict the prevention of an adult criminal career. a follow-up study of both 
groups after two and - even better - five years will be necessary to answer this ques-
tion.
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level
individual
family
risk and 
protective factors
psychiatric  comorbidity
(lack of) social skills
aggression
(physical) conflicts
communication and support
problem solving
parental skills
school and work
peers
treatment mode
assessment
medication
cognitive therapy
social skills training and 
aggression management
family therapy
specialized school
specialized job training 
strengthening the social 
network en targeting 
prosocial peers
since the sample size was relatively small, it was decided that juveniles enrolling 
in the program after closure of the current study would be followed for future study 
as well. the inclusion of these juveniles will provide a larger sample group, on which 
future studies can be based.         
   
the benefits of a day treatment program for juvenile offenders committing severe 
and violent crimes
a family based multimodal day treatment program showed more promising out-
comes than care as usual. to sum up:
• a higher percentage of remaining at home within the community
• fewer days of stay within a closed justice facility
• less severe and less violent crime recidivism
• reduction of aggression, family conflict, adhd and internalizing disorders.
there were minor effects on school and work attendance and no differences 
in general recidivism between the dtP group and the control group. offenders, 
especially if they commit severe violent crimes, end up in detention or compulsory 
residential treatment. 
the disadvantages of these judicial measures have been described earlier: high 
recidivism rates, high costs, placement out of the community, abandonment by the 
family, problems in generalizing learned skills, resulting in the risk of an adult crimi-
nal career. 
through investment in the social network of the juvenile, the dtP intends to 
become more successful in helping adolescents maintain a useful day structure. the 
beneficial effect of keeping juveniles out of justice facilities will in the long term 
have a cumulative effect and possibly prevent an adult career in (violent) crime.
Societal implications
another approach is needed for this group of offenders, who commit severe and 
violent crime. this study shows that a day treatment program may provide better 
outcomes for juvenile delinquents, family, and society than regular judicial interven-
tions. 
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Within society there is nowadays a great deal of political pressure to incarcerate 
juvenile delinquents. regarding persistent juvenile delinquents this will lead to long 
term detention or – if treatment is advised – compulsory residential treatment that 
will last for two to six years. however, these regular judicial interventions have not 
proven effective and they might even increase the risk of an adult criminal career. 
since the dtP shows promising results, future studies and implementation of the 
program in other regions are recommended. if this plan were applied in five regions 
in the netherlands, day treatment would be available for about hundred juvenile 
delinquents at risk of being (re)incarcerated each year. subsequently, a multicenter 
study with larger sample sizes would provide better opportunities to compile find-
ings on the viability of the dtP.  this could clarify whether this particular kind of 
dtP is indeed a (favorable) alternative to residential treatment for this group of per-
sistent violent juvenile crime offenders. in the long term this could lead to reducing 
the need for detention centers. Breaking the cycle of criminal recidivism should in 
most cases not be a fight against crime, but a unified effort by family, forensic, and 
treatment professionals to integrate juveniles into their family and society. 
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summary
this thesis reports on a completed study on the effectiveness of a forensic mental 
health day treatment program for juvenile delinquents. the aim of this program was 
to improve psychosocial functioning of both the individual adolescent and his/her 
family, and at the same time reduce criminal recidivism, especially of violent crimes, 
and ameliorate psychiatric symptoms.
the study was initiated in 2003 when the first step was taken to set up an evi-
dence based day treatment program, especially targeted towards ameliorating 
psychiatric symptoms (internalizing disorders, adhd), building social skills, 
improving aggression management (reducing aggression), and improving family 
functioning (especially family conflict). the day treatment group was compared to a 
control group of juvenile delinquents included during detention on remand, who did 
not receive mental health services. measurements were taken post treatment, and 
follow-up figures were gathered one year after the termination of treatment.
patient sampling
all patients from the day treatment program are juvenile delinquents with 
conduct problems and psychiatric comorbidity referred to day treatment because 
of a combination of (repeated) severe violent crime and problems in psychosocial 
functioning in most areas: family, school/work, and peers. Patients referred to day 
treatment without a criminal history were excluded. 
Chapter 2:
The Implementation and the Cultural Adjustment of Functional Family Therapy in a 
Dutch Psychiatric Day Treatment Center
(Journal of Marital and Family Therapy {2006}. 32, 515-529) 
this review described the process of transforming a u.s. evidence-based family 
therapy (functional family therapy) into the service delivery system of a psychiatric 
day treatment center for juvenile delinquents in amsterdam. the characteristics 
of functional family therapy that make it cross-culturally sensitive were discussed. 
results from the changes in service delivery suggest functional family therapy could 
be successfully implemented in international settings with adjustments to make the 
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model fit the culture(s) of the netherlands without changing the model of fft itself. 
Chapter 3:
The validity of self-report questionnaires of psychopathology and parent-child relation-
ship quality in juvenile delinquents with psychiatric disorders
( Journal of Adolescence {2007}. 30, 761-771)
this study focused on the validity of self report questionnaires of psychopathol-
ogy and parent-child relationship quality for juvenile delinquents with severe behav-
ioral and psychiatric disorders by comparing information derived from the self-re-
port questionnaires with information from other sources, including parent reports, 
in-depth interviewing, behavioral observation by clinicians, and official criminal 
records. the juvenile delinquents did not report increased levels of psychopathology 
or poor relationships with their parents, which is inconsistent with the fact that all 
juvenile delinquents were in day treatment for severe behavioral maladaptation and 
relationship problems. moreover, parent ratings of psychopathology were consis-
tently in the clinical range and relationship quality was evaluated as very poor by 
the parents (d > .80). We concluded that screening instruments for psychopathology 
and assessment of relationship quality relying on self-report questionnaires may not 
yield valid scores in this (extreme) population of juvenile delinquents 
Chapter 4:
Early dropout in a day treatment program as a predictor of recidivism among juvenile 
delinquents
this study focused on early dropout in a day treatment program as a predictor of 
recidivism among juvenile delinquents, by comparing one-year recidivism of adoles-
cents who completed the day treatment program, and adolescents who dropped out 
within three months after the start. 
our findings indicated that early dropout predicted more recidivism after one 
year than completion of the day program (57.1% in the dropout group compared 
to 25.6% in the group of completers); a larger number of crimes: (on average:1.21 
vs. .44), more violent crimes (28.6% vs. 7.7%), and more severe crimes as measured 
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by a crime severity index (on average: 6.93 vs. 2.36). a remarkable finding was that 
pretreatment crime severity did not predict recidivism after treatment: dropout was 
far more important.
Chapter 5:
The effects of multimodal day treatment on aggression, psychopathology and family 
functioning of juvenile delinquents with psychiatric comorbidity
this study aimed to investigate whether forensic psychiatric day treatment is 
effective in reducing aggression, adhd, and internalizing psychopathology, and 
whether it is able to improve family conflict management in juvenile delinquents 
with psychiatric comorbidity.
this was measured by youth self-report and parent report before and after treat-
ment. aggression and psychopathology were measured by the youth self report 
(ysr)/child Behavior checklist (cBcl) and the Buss-durkee hostility inventory 
(Bdhi). family functioning was measured by the Parent child interaction ques-
tionnaire – revised, and the questionnaire family Problems (qfP). adolescents 
showed improvement on all relevant (sub)scales of the cBcl, ysr and Bdhi, except 
on the Bdhi scale direct aggression. in family functioning, only parents reported 
diminished family conflict on the Parent child interaction questionnaire – revised 
(Pachiq) – Parent version conflict solving. 
the findings indicated that a more severe criminal history predicts less family 
conflict after day treatment; psychiatric comorbidity predicts less improvement of 
aggression management and externalizing problems, and more family conflict; and 
psychopathy showed no effect on treatment outcome. it was concluded that day 
treatment can diminish psychopathology in juvenile delinquents with psychiatric 
comorbidity and lower family conflict.
Chapter 6:
Breaking the cycle: Preventing incarceration of juvenile delinquents through family 
focused day treatment 
this study aimed to investigate whether a forensic psychiatric day treatment 
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program was more effective in keeping adolescents at home in the community, pre-
venting re-placement in a correctional facility, reducing violent and general crime 
recidivism, and attending at school or work compared to care as usual after deten-
tion on remand. the sample consisted of juvenile delinquents in a day treatment 
program after incarceration and of juvenile delinquents followed up after detention 
on remand, without mental health services. 
adolescents within the day treatment program compared to the control group at 
twelve months of follow up had a favorable living situation (85% vs. 51%), stayed 
fewer days within a correctional facility (41 days vs. 116 days), committed 40-50% 
fewer violent crimes and crimes of less severity during twelve months of follow up 
and attended more at school and/or work at twelve months of follow up (60% vs. 
41%). 
 general recidivism did not differ between the groups. day treatment had the 
strongest effect on keeping adolescents within the community and preventing re-
placement in a correctional facility. smaller effects were in reducing violent and 
severe crime recidivism and attending at school or work. 
Chapter 7:
General Discussion 
the last chapter contained a critical review of the main findings of the day treat-
ment program. outcome showed the strongest effects in preventing incarceration 
and keeping the adolescent at home within the community. less strong effects were 
reducing violent crimes and severity of crime compared to incarceration only. stay-
ing at school and/or work was a hard goal to reach; even in the treatment group 40% 
did not succeed in staying at school and/or work a year after day treatment. there 
were no differences in general crime recidivism. after treatment the aggression and 
psychopathology of the adolescent was reduced and conflict management within the 
family improved. 
the limitations of the study concerned the small sample size, the matched control 
design and the short follow up. recommendations for clinical improvement were on 
generalizing learned individual and family skills and supporting a social network to 
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stay at school and work, leading to less risk of general recidivism. a societal need 
for improving aftercare after incarceration and combining punishment and evidence 
based care concluded the discussion.
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S a M e n Vat t I nG
geZinsgerichte 
dagBehandeling kan 
herhaalde oPnames in 
gesloten justitiële 
jeugdinrichtingen 
vo orkomen
InLeIdInG
jeugddelinquentie is een omvangrijk maatschappelijk probleem geworden dat 
hoge prioriteit heeft gekregen op de politieke agenda. de laatste tien jaar zijn ge-
weldsdelicten gepleegd door jongeren tot ruim 200% gestegen (Wodc, 2007). dit 
heeft geleid tot maatschappelijke en politieke druk om deze jongeren op te nemen in 
detentiecentra of hen langdurig residentiëel te behandelen, om zo de maatschappij 
tegen deze jongeren te beschermen en hen de kans te geven hun leven een posititeve 
wending te geven.
desalniettemin toont evaluatieonderzoek aan dat zowel opsluiting, als gedwongen 
residentiële behandeling juist negatieve gevolgen hebben en gepaard gaan met hoge 
recidivecijfers (50-55% na twee jaar) (Wartna, kalidien, tollenaar, & essers, 2006). 
detentie heeft zelfs een recidivebevorderend effect: tot detentiestraffen veroordeelde 
jongeren eindigen later vaker in de gevangenis dan jeugdige delinquenten die voor 
dezelfde delicten veroordeeld zijn, maar niet gevangen gezet (nieuwbeerta, nagin, 
& Blokland, 2007). ook na  justitiële residentiële behandeling stoppen de meeste 
jeugdige delinquenten niet meteen met delicten (Wartna et al., 2006).  Bij jeugdige 
delinquenten die frequent en/of ernstige delicten plegen, is gebleken dat het aantal 
psychiatrische stoornissen toeneemt ten opzichte van jongeren die minder ernstige 
delicten plegen (doreleijers, moser, thijs, engeland, & Beyaert, 2000). ook internati-
onaal onderzoek laat – zowel bij ambulante als gedetineerde jongeren veel psychiatri-
sche stoornissen zien: adhd en gedragsstoornissen, middelenmisbruik, en inter-
naliserende stoornissen (loeber, Burke, lahey, Winters, & Zera, 2000). met name 
adhd is als risicofactor van grote invloed op toekomstig antisociaal gedrag (taylor, 
chadwick, heptinstall, & danckaerts, 1996; loeber, green, keenan, & lahey, 1995). 
los van een eventueel verband tussen dergelijke stoornissen en antisociaal en delin-
quent gedrag houdt het voorkomen van deze stoornissen bij jeugdige delinquenten 
in dat voor een meerderheid van degenen die zich bevinden in justitiële instellingen, 
psychiatrische zorg nodig is gedurende hun verblijf. deze zorg is echter vaak niet 
aanwezig of inadequaat (grisso & schwartz, 2003; desai, goulet, robbins, chapman, 
mogdole, & hoge, 2006).
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gezien deze nadelen van zowel opsluiting en de weinig doeltreffende residentiële 
behandeling is er een pleidooi gehouden voor betere nazorg (algemene rekenkamer, 
2007), alternatieven voor de traditionele sancties, en voor meer zorg in plaats van al-
leen opsluiting. echter, voor de categorie van recidiverende, ernstige en gewelddadige 
delinquenten, bleken deze programma’s vaak te licht. de behoefte aan intensievere 
multimodale behandelingen werd onlangs nog eens bevestigd door evaluatie-onder-
zoek van alle programma’s die in amsterdam uitgevoerd worden (nauta, 2008). 
aan alle genoemde bezwaren van bestaande interventies leek tegemoet gekomen 
te worden met een forensisch psychiatrisch dagbehandelingsprogramma als alter-
natief voor de justitiële jeugdinrichting en residentiële behandelingen. dagbehan-
deling voor jeugdige delinquenten zou zich moeten richten op gedragsproblemen 
én psychopathologie van de jongeren en het gezin zou intensief bij de behandeling 
betrokken moeten worden. focussen op motivatie zou drop out van deze jongeren uit 
het programma moeten helpen voorkomen (kazdin & Withley, 2006; kazdin, 1997). 
de hoogste prioriteit zou gegeven moeten worden aan het in de maatschappij houden 
van deze jongeren om in ieder geval geweldsrecidive te voorkomen (sullivan, veysey, 
hamilton, & grillo, 2007). 
   
dit onderzoek richt zich op de effectiviteit van een dergelijke gezinsgerichte  
multimodale  behandeling voor jeugdige delinquenten die ernstige geweldsdelicten 
gepleegd hebben en daarvoor, voorafgaand aan de dagbehandeling, op last van de 
kinderrechter in een justitiële jeugdinrichting hebben verbleven. de uitkomsten van 
deze behandeling zijn vergeleken met een controlegroep van jeugdige delinquenten 
die de gebruikelijke justitiële interventies hebben ondergaan. deze groep bestaat uit 
jongeren die na voorlopige hechtenis, ofwel (a) detentie opgelegd kregen en na ont-
slag uitsluitend begeleid werden door de jeugdreclassering, ofwel (b) langdurige resi-
dentiële behandeling opgelegd kregen. van de jongeren van beide groepen is bekend 
dat zij te kampen hadden met vergelijkbare psychiatrische stoornissen. de jongeren 
van de dagbehandeling hadden ook grote problemen thuis en op school, maar deze 
gegevens waren niet bekend van de controlegroep.  
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de ontwikkeling van ‘evidence based’ dagbehandeling voor jeugdige delinquenten 
met psychiatrische stoornissen 
de meeste onderzoeken met betrekking tot de behandeling van gedragsgestoorde 
jongeren onderstrepen het belang van een multimodale behandeling, meestal ingedeeld 
naar de verschillende leefniveau’s: sociaal/gemeenschap, gezin, en individu (karnik and 
steiner, 2007). en inderdaad, evidence uit onderzoek met grote effectgroottes naar de 
behandeling van gedragsgestoorde jongeren, ondersteunt de toepassing van behandeling 
gericht op individueel niveau (probleemoplossen, cognitieve zelfinstructie/agressie-
beheersing). daarnaast is er veel bewijs voor behandelingen op gezinsniveau (bijvoor-
beeld oudertraining, multisysteemtherapie [mst] en functionele gezinstherapie [fft]) 
(Weisz, jensen-doss, & hawley, 2006; sukhodolsky & ruchkin, 2006). elk niveau richt 
zich op specifieke risico- en beschermende factoren, factoren die van doorslaggevend 
belang zijn voor het slagen van de behandeling van gedragsstoornissen. 
in schema ziet een volledig multimodaal dagbehandelingsprogramma er als volgt uit:
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individu
gezin
risico- en beschermende 
factoren
psychiatrische comorbiditeit
(gebrek aan) sociale 
vaardigheden
agressie
(fysieke) conflicten
communicatie en steun
probleem oplossen
opvoedingsvaardigheden
evidence based 
behandeling
medicatie
psycho educatie
cognitieve therapie
training sociale 
vaardigheden
agressie-beheersing
gezinstherapie
het dagbehandelingsprogramma dat in dit onderzoek werd bestudeerd (slot, 
1999; Bartels, Parker Brady & doreleijers, 1999) kreeg gezinsgerichte accenten door 
invoering van functionele gezinstherapie (fft) (alexander & sexton, 2002; sexton 
& alexander, 2003). de dagbehandeling ging zich daardoor zowel op het gezin als 
op het individu richten. functionele gezinstherapie werd de belangrijkste behan-
delfocus van de dagbehandeling in de eerste fase van die behandeling.  in de tweede 
fase richt de dagbehandeling zich op het individuele niveau middels (a) training 
van sociale vaardigheden en agressiebeheersing en (b) diagnostiek en behandeling 
van psychische stoornissen (Breuk, sexton, van dam, disse, doreleijers, slot, & 
rowlands, 2006). aan het einde van dagbehandeling richt men zich met name op de 
terugkeer naar school en/of werk, en de vrijetijdsbesteding van de jongere. alvorens 
verder te gaan, zal eerst een korte introductie van fft gegeven worden. 
fft is een klinische interventie gericht op gezinsveranderingen bestaande uit drie 
van elkaar te onderscheiden behandelfasen. de specifieke doelen van deze interven-
tie richten zich op risico- en beschermende factoren binnen het gezin. Zij doet dit 
door zich te richten op (gezins-)vaardigheden noodzakelijk om effectief te werken 
aan het verminderen van de gedragsproblemen van de jongeren. de eerste fase richt 
zich op het binden van jongeren en hun ouders aan de gezinsbehandeling. tegelij-
kertijd worden alle gezinsleden gemotiveerd tot actieve medewerking aan verande-
ringen binnen het gezin. het gaat daarbij om gezinnen, die gewoonlijk niet makke-
lijk tot therapie bereid zijn. de doelen van de middelste fase helpen alle gezinleden 
bij het aanleren van belangrijke gedragsvaardigheden, en in de laatste fase wordt 
ernaar gestreefd deze veranderingen te behouden en te generaliseren naar terreinen 
om het gezin heen zoals school en het sociaal netwerk om het gezin heen. 
effectonderzoek laat zien dat fft effectief is in het bewerkstelligen van een 
recidivereductie tussen 26% en 73% bij jeugdige delinquenten die matige tot ern-
stige delicten gepleegd hebben, vergeleken met een gelijke groep die geen behande-
ling onderging of uitsluitend door de jeugdreclassering begeleid werd (alexander & 
sexton, 2002; sexton & alexander, 2003).  gedurende de tweede behandelfase van de 
dagbehandeling wordt er middels psychiatrische diagnostiek meer aandacht besteed 
aan de psychiatrische stoornissen en rekening gehouden met deze diagnose tijdens 
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de behandeling door alle teamleden. in de praktijk krijgt dit vorm in psychoeducatie 
van zowel jongere als ouders, het voorschrijven van en motiveren voor het gebruik 
van medicatie als dat noodzakelijk is (bijv. methylfenidaat bij adhd), individu-
ele cognitieve psychotherapie, en/of sociale vaardigheidstraining. hoewel ernstige 
psychopathologie ook in de eerste fase behandeld wordt met bijvoorbeeld medicatie, 
is het specifieke van een gezinsgerichte behandeling dat de individuele behandeling 
gewoonlijk pas plaats vindt na de gezinsbehandeling, d.w.z. in de tweede fase van 
de dagbehandeling. aangezien een belangrijk doel van de behandeling bestaat uit 
de vermindering van geweldsrecidive, krijgt agressiebeheersing tevens een centrale 
plaats, hetgeen zich in de praktijk vertaalt in het toepassen van cognitieve gedrags-
therapie, met sociale vaardigheden en agressiebeheersing (kazdin, 1997; de jonge, 
1999; muller & colijn, 1999; dodge, 1986). na de afsluiting van diot onderzoek 
ontstond hieruit een groepstraining gericht op sociale vaardigheden, agressiebeheer-
sing en moreel redeneren, gevormd volgens de principes van - de in de vs ‘evidence 
based’- Washington state aggression replacement training (art) (goldstein, glick, 
& gibbs 1998; Barnoski, 2004). 
het evaluatieonderzoek van  het dagbehandelingsprogramma
dit onderzoek heeft de effectiviteit onderzocht van een gezinsgericht multimodaal 
dagbehandelingsprogramma voor jeugdige delinquenten die (zware) geweldsdelicten 
hebben gepleegd en daarvoor gedetineerd zijn geweest voorafgaand aan de dagbe-
handeling (de behandelgroep). deze dagbehandelingsgroep werd vergeleken met een 
controlegroep bestaande uit jongeren die na voorlopige hechtenis, ofwel (a) detentie 
opgelegd kregen en na ontslag uitsluitend begeleid waren door de jeugdreclassering, 
ofwel (b) langdurige residentiële behandeling opgelegd kregen. in dit onderzoek 
werd onderzocht of de doelen van de dagbehandeling voor jeugdige delinquenten 
behaald werden. de hoofddoelen van de dagbehandeling zijn:  
1. vermindering van uithuisplaatsing incl. herhaalde detentie 
2. vermindering van recidive van geweldsdelicten door verbeterde agressiebeheer-
sing en vermindering van gezinsconflicten
3. vermindering van algemene delictrecidive
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4. vermindering van psychiatrische symptomen, met name internaliserende stoor-
nissen en adhd 
5. verbetering van sociaal functioneren, leidend tot het beter zich staande houden op 
school en/of in het werk
follow-up vond plaats twaalf maanden na de dagbehandeling of voorlopige hechte-
nis. de volgende hypothesen werden gesteld:
Hypothese 1: 
na het beëindigen van het dagbehandelingsprogramma, verblijven bij twaalf 
maanden follow-up meer jeugdige delinquenten in de maatschappij, zoals bij hun 
ouders, familie, of op zichzelf, dan vergelijkbare jongeren die alleen voorlopige 
hechtenis opgelegd kregen.
Hypothese 2: 
 na het beëindigen van het dagbehandelingsprogramma, verblijven bij twaalf 
maanden follow-up jeugdige delinquenten minder dagen in een justitiële jeugdin-
richting dan vergelijkbare jongeren doen na alleen voorlopige hechtenis opgelegd 
te hebben gekregen.
Hypothese 3:
na het beëindigen van het dagbehandelingsprogramma, plegen jeugdige delin-
quenten gedurende twaalf maanden follow-up minder geweldsdelicten dan verge-
lijkbare jongeren die na vrijlating uit detentie geen psychiatrische zorg ontvingen.
Hypothese 4:
na het beëindigen van het dagbehandelingsprogramma plegen jeugdige delin-
quenten gedurende twaalf maanden follow-up minder ‘algemene delicten’ dan 
vergelijkbare jongeren die na vrijlating uit detentie geen psychiatrische zorg 
ontvingen.
Hypothese 5:
na het beëindigen van het dagbehandelingsprogramma, hebben meer jeugdige 
delinquenten bij twaalf maanden follow-up school en/of werk dan vergelijkbare 
jongeren die na voorlopige hechtenis geen psychiatrische zorg ontvingen.
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aangezien de follow-up metingen van agressie, psychiatrische symptomen, en 
kwaliteit van gezinsfunctioneren alleen beschikbaar waren bij de dagbehande-
lingsgroep, konden hypotheses hieromtrent alleen bij de dagbehandelingsgroep 
getoetst worden. dit leidde tot de volgende aanvullende hypotheses: 
Hypothese 6:
agressie, zoals gemeten middels zelfrapportage en rapportage door de ouders 
over agressie van hun kinderen, is na de behandeling significant verbeterd.
Hypothese 7:
adhd en internaliserende symptomen, zoals gemeten middels zelfrapportage en 
rapportage door de ouders over hun kinderen, zijn na de behandeling significant 
verbeterd.  
Hypothese 8:
het gezinsfunctioneren verbetert, waarbij met name gezinsconflicten na dagbe-
handeling minder voorkomen. 
reSuLtaten 
Bij de beschrijving van de resultaten zal van de dagbehandelingsgroep niet alleen 
de resultaten gegeven worden van de gehele dagbehandelinggroep, maar tevens van 
jongeren die de dagbehandeling regulier afronden. het betreft hier 28 van de 37 
jongeren. deze groep zal ‘afronders’ genoemd worden. daar waar over effectgroottes 
gesproken wordt, worden deze gewoonlijk besproken als klein, matig of groot. de 
resultaten betreffende de eerste vijf hypotheses luidden als volgt. 
• jongeren verbleven één jaar na de dagbehandeling vaker in de maatschappij (ze
wonen bijv. bij hun ouders, familie, of op zichzelf ), vergeleken met de controle-
groep. de percentages bedroegen resp. 85% en 51%, bij een matige effectgrootte. 
anders geformuleerd, de dagbehandelingsgroep had een vijfvoudig grotere kans in 
de maatschappij te verblijven. dezelfde uitkomst werd gedurende twaalf maanden 
follow up gevonden met betrekking tot het verblijf (aantal dagen) in een justitiële 
jeugdinrichting. het gemiddelde verblijf bedroeg 41 dagen voor de dagbehande-
lingsgroep vergeleken met 116 dagen voor de controlegroep, en slechts 19 dagen 
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voor de jongeren die de dagbehandeling geheel afgerond hadden (hypotheses 1 en 2).
• geweldsdelictrecidive kwam minder voor in de dagbehandelingsgroep, vergeleken
met de controlegroep. de dagbehandelingsgroep als geheel kende gedurende 12 
maanden follow up 40% minder geweldsdelicten, de groep ‘afronders’ 50% minder 
geweldsdelicten dan jongeren in de controlegroep. de effectgrootte was evenwel 
klein. anders geformuleerd, de controlegroep heeft gedurende één jaar, twee keer 
zoveel kans op het plegen van een geweldsdelict. ook de ernst van het delictrecidive  
van de dagbehandelingsgroep was minder dan die van de controlegroep. de effect-
grootte was hier matig (hypothese 3). 
• er werden geen verschillen gevonden in algemene delictrecidive bij één jaar 
follow up tussen de dagbehandelingsgroep (39%; ‘afronders’ 35%), en de controle 
groep (50%) (hypothese 4).
• de dagbehandelingsgroep had bij één jaar follow up vaker werk en/of ging meer
naar school vergeleken met de controlegroep. de effectgrootte is evenwel hier klein: 
ook in de dagbehandelingsgroep gaat na één jaar nog steeds 40% niet naar school 
noch heeft men werk (hypothese 5).
de resultaten van de laatste drie hypotheses (6, 7, 8) luidden als volgt:
• agressieproblemen waren, zowel volgens de jongere zelf, als volgens de ouders
verminderd. (hypothese 6).
• internaliserende problemen en adhd-symptomen waren, zowel volgens de
jongere zelf als volgens de ouders, verminderd. (hypothese 7).
• gezinsconflicten waren volgens de ouders verminderd. (hypothesis 8).
BetekenIS Van de reSuLtaten
een veelbelovende behandeling
dit onderzoek richtte zich op vier verschillende uitkomsten van een dagbehande-
lingsprogramma voor jeugdige delinquenten na detentie, die vergeleken waren met 
jeugdige delinquenten die in voorlopige hechtenis hadden gezeten; deze controle-jon-
geren hadden óf erna alleen jeugdreclassering gekregen na vrijlating, óf een  
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langdurige residentiële behandeling. het sterkste positieve effect van de dagbehan-
deling bleek de mogelijkheid om jongeren thuis en dus in de maatschappij te hou-
den. dit is een opmerkelijk resultaat omdat beide groepen voorafgaand in detentie 
verbleven en een vergelijkbare ernstige delictvoorgeschiedenis kenden, voorafgaand 
aan het onderzoek. Behalve dat minder dagen verblijf in gesloten justitiële jeugd-
inrichtingen met duidelijke kostenbesparingen gepaard gaan, levert het verblijf in 
de maatschappij, buiten de ‘criminogene’ jeugdinrichting, mogelijk een preventieve 
bijdrage aan het voorkomen van een criminele carrière als volwassene.    aange-
zien de onderzoeksgroep bestond uit eerder gedetineerde jeugdige delinquenten, 
van wie een meerderheid bij herhaling ernstige geweldsdelicten gepleegd had, is de 
vermindering van geweldsdelictrecidive met 40-50%, én het feit dat het recidive van 
juist ernstige delicten helpt terugdringen een belangrijk resultaat. hoewel het effect 
betreffende geweldsdelictrecidive zeker betekenisvol is, moet in gedachten gehouden 
worden dat de onderzoekgroep klein is, significantie p < .10 en de effectgrootte klein 
tot matig. 
Geen of minimale effecten
het dagbehandelingsprogramma is niet op alle terreinen meer succesvol dan de 
controlegroep. Zo was de algemene delictrecidive niet verminderd in de onderzoeks-
groep. 
Waarschijnlijk is het dagbehandelingsprogramma succesvoller geweest bij de 
vermindering van geweldsdelicten (vergeleken met algemene delicten) door zich 
te richten op de vermindering van gezinsconflicten, en op individueel niveau, op 
de verbetering van agressiebeheersing en vermindering van psychiatrische comor-
biditeit, waarbij vooral de vermindering van adhd symptomen verantwoordelijk 
gehouden wordt voor het voorkomen van delictrecidive (lodewijks, doreleijers, de 
ruiter, & Wit-grouls, 2003). 
er zijn enige gunstige resultaten betreffende school en werk, maar de effect-
grootte is klein, en 40% van de dagbehandelingsgroep heeft een jaar na afsluiten van 
de dagbehandeling geen school of werk. algemene delicten worden vaak gepleegd 
onder druk van (criminele) leeftijdgenoten, vooral als deze jongeren geen dagstruc-
148
tuur hebben en geen werk om geld te verdienen (sherman, gottfredson, mackenzie, 
eck, Peuter, & Bushway, 1998). dit kan verklaren waarom de dagbehandeling minder 
succesvol was bij het verminderen van algemene delictrecidive. in de jaren dat dit 
onderzoek verricht werd (2003-2005), was het schoolprogramma nog in opbouw, 
ontbeerde de dagbehandeling een programmaonderdeel gericht op (beperking van 
negatieve) invloed van vrienden, en was de nazorg nog weinig structureel. verder 
onderzoek is noodzakelijk om vast te stellen of de intussen doorgevoerde verbeterin-
gen zullen leiden tot betere resultaten met betrekking tot algemene delictrecidive.  
Mogelijke effecten
een ander belangrijk doel van de dagbehandeling is het diagnosticeren en be-
handelen van psychiatrische stoornissen. Percentages van adhd, internaliserende 
stoornissen, psychose, en middelenmisbruik zijn hoog in zowel behandel-, als 
controlegroep. ouderrapportages en zelfrapportages door de jongeren laten na de 
dagbehandeling een vermindering zien van agressie, adhd, en internaliserende 
symptomen, hetgeen een indicatie is dat het dagbehandelingsprogramma slaagt in 
het behandelen van deze psychiatrische problemen. het is echter de vraag of psy-
chiatrische problemen gerelateerd zijn aan delictrecidive. adhd en middelenmis-
bruik bevorderen delictrecidive bij jeugdige delinquenten (loeber et al., 1995). voor 
andere psychiatrische stoornissen is echter nog niet bewezen of deze gerelateerd 
zijn aan het bevorderen van delictrecidive. desalniettemin verbetert behandeling 
van psychiatrische stoornissen het psychisch én sociaal functioneren van een groot 
aantal jongeren, zodat behandeling een belangrijk doel is ook als de delictrecidive 
daardoor niet zou verminderen. aangezien er bij jeugdige delinquenten veelal sprake 
is van psychiatrische comorbiditeit, wordt het diagnosticeren en behandelen van 
deze stoornissen aanbevolen (grisso & schwartz, 2003) en mag het verminderen van 
delictrecidive niet het enige behandeldoel zijn. 
concluderend: als jeugdige delinquenten psychiatrische problemen hebben, moet 
hen adequate psychiatrische zorg aangeboden worden (inspectierapport, 1997). 
verder onderzoek is nodig om de specifieke risico’s van delictrecidive voor andere 
psychiatrische stoornissen dan adhd en middelenmisbruik te bepalen. 
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Beperkingen van het onderzoek
• het onderzoek werd ontwikkeld en uitgevoerd door de clinicus die ook de 
dagbehandeling ontwikkelde, waardoor er een risico van bevooroordeling kan 
optreden. dit risico op bias is tegengegaan door de uitkomsten te baseren op data 
die niet gemanipuleerd kunnen worden, zoals officiële recidivecijfers, het aantal 
dagen verblijf in een justitiële instelling, de rapportage van jeugdreclassering en/of 
ouders over de woon/verblijfsituatie en de school/werkinvulling van de jon-
gere. ook behandelde de onderzoeker zelf slechts een kleine minderheid van de 
patiënten. tenslotte werden de behandeluitkomsten gebaseerd op twee bronnen: 
zelfrapportage door de jongere en ouderrapportage, die werden verzameld door 
onafhankelijke onderzoekers.  
• het onderzoek heeft geen gerandomiseerd onderzoekdesign gehanteerd, 
waardoor het de vraag is of beide groepen inderdaad goed vergelijkbaar zijn. Bin-
nen de nederlandse juridische context, was echter dit design de enige mogelijk-
heid om de effectiviteit van de behandeling te onderzoeken, aangezien de rechters 
onafhankelijk het beleid en de verwijzing bepalen voor individuele jongeren, 
zeker daar waar deze ernstige delicten gepleegd hebben. na selectie bleek dat 
er geen verschillen waren vooraf tussen de behandelgroep en de controlegroep, 
zodat beide groepen als vergelijkbaar kunnen worden beschouwd. onderzoeken 
die jeugdige delinquenten in detentie vergeleken met jongeren die residentiële 
behandeling kregen opgelegd, vonden geen verschillen betreffende delictzwaarte 
of psychiatrische stoornissen. aangezien tevens slechts een kleine groep van alle 
mogelijke jeugdige gedetineerden kon worden geselecteerd voor de dagbehande-
ling na detentie, kan de controlegroep die geselecteerd werd tijdens voorlopige 
hechtenis als een adequate controlegroep beschouwd worden. 
• een andere beperking van het onderzoek is de relatief beperkte grootte van de
groepen (n=37). dit is echter het eerste onderzoek van een dagbehandelings-
programma voor recidiverende jeugdige delinquenten. er kon bij aanvang van 
het dagbehandelingsproject slechts een start met een capaciteit van tien jongeren 
per jaar gemaakt worden. deze experimentele dagbehandeling werd onderzocht 
om - bij positieve uitkomsten - steun te geven aan vergelijkbare initiatieven als 
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alternatief voor traditionele justitiële interventies. alle jeugdige delinquenten die 
instroomden binnen de dagbehandeling tussen 2003 en 2005 werden geïnclu-
deerd, hetgeen resulteerde in de uiteindelijke onderzoeksgroep. de uitkomst van 
dit onderzoek is belangrijk omdat, naar ons weten, er geen dagbehandelings-ef-
fectonderzoeken zijn voor jeugdige delinquenten die herhaaldelijk geweldsdelicten 
plegen. 
• de ontwikkeling van nieuwe behandelingen voor deze groep jongeren 
noodzakelijk, met als doel een criminele carrière als volwassene te voorkomen. 
gezien de kleine grootte van de onderzoeksgroep, werd besloten dat een signifi-
cantieniveau van p < 0,1 verdedigbaar, om zodoende de kans van type ii fouten 
minder waarschijnlijk te maken (sacket, haynes, guyatt, & tugwell, 1991). repli-
catie van het onderzoek met grotere groepen is noodzakelijk.
• met betrekking tot de effectmeting van de dagbehandeling op de vermindering
van psychiatrische symptomen, en de verbetering van het gezinsfunctioneren na 
de behandeling, ontbraken gegevens van de controlegroep. Bij follow-up was de 
controlegroep na detentie niet bereikbaar voor follow-up-metingen van psychopa-
thologie. 
aanbevelingen voor het dagbehandelingsprogramma
verbeteringen van het dagbehandelingsprogramma zullen zich vooral richten op 
het sociale netwerk gedurende de dagbehandeling (school, invloed van leeftijdge-
noten), en na beëindiging van het behandelprogramma (middels case management, 
booster sessies die geleerde vaardigheden helpen generaliseren, terugvalpreventie, 
en verwijzing naar extra sociale hulpverlening waar nodig). door deze verbeterin-
gen wordt ernaar gestreefd de jongeren meer hun school en/of werk te laten behou-
den en hierdoor tevens het algemene delict recidivisme te verminderen. immers als 
school en/of werk behouden kan worden, kunnen jongeren behoed worden voor 
een loopbaan als volwassen delinquent, zelfs als ze al een lange geschiedenis van an-
tisociaal gedrag hebben vanaf hun vroege kindertijd (roisman, aguilar, & egeland, 
2004).
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in schema moet een multimodaal dagbehandelingsprogramma er als volgt uit zien:
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individu
gezin
sociale 
omgeving
risico- en beschermende 
factoren
psychiatrische comorbiditeit
(gebrek aan) sociale 
vaardigheden
agressie
(fysieke) conflicten
communicatie en steun
probleem oplossen
opvoedingsvaardigheden
school en werk
leeftijdgenoten
Evidence based 
behandeling
medicatie
psycho educatie
cognitieve therapie
training sociale 
vaardigheden
agressie-beheersing
gezinstherapie
gespecialiseerde school
gespecialiseerde 
werktraining en stages
versterken sociaal 
netwerk en richten 
op prosociale 
leeftijdgenoten
aanbevelingen voor verder onderzoek
in dit onderzoek werd de follow-up van één jaar onderzocht. aangezien de sterkste 
resultaten werden gevonden betreffende het in de maatschappij houden van jeugdige 
delinquenten, en in het verminderen van gewelddadige en/of ernstige delinquentie, 
blijft het een belangrijke vraag of deze uitkomsten voorspellend zijn voor het voor-
kómen van een criminele loopbaan als volwassene. het volgen van beide groepen na 
twee, of beter nog na vijf jaar, zal noodzakelijk zijn om deze vraag te beantwoorden.  
daarnaast wordt geadviseerd de omvang van de onderzoekgroep van de dagbe-
handeling te vergroten. door de jeugdige delinquenten die de komende jaren naar 
de dagbehandeling verwezen zullen worden, toe te voegen aan de onderzoek, is het 
mogelijk elk jaar over het resultaat van de dagbehandeling aan de hand van grotere 
aantallen jongeren te rapporteren.
       
dagbehandeling voor recidiverende geweldsdelinquente jongeren
 een gezinsgerichte dagbehandeling kon herhaalde opnames in gesloten justitiële 
jeugdinrichtingen voorkomen. samenvattend waren de resultaten:
• hoger percentage verblijf in eigen huis
• minder dagen in een justitiële jeugdinrichting
• minder ernstige en minder geweldsdelicten.
• vermindering van agressie, gezinsconflicten, adhd en internaliserende 
stoornissen.
er werden geringe resultaten geboekt betreffende vasthouden aan school en werk 
en er was geen verschil tussen de behandelgroep en de controlegroep betreffende 
vermindering van algemene delicten. 
recidiverende delinquente jongeren, vooral als zij geweldsdelicten plegen, eindi-
gen nu in de (volwassenen) gevangenis of in een gesloten residentiële behandelsetting 
resp. tbs-kliniek. de nadelen van deze justitiële interventies zijn enorm: hoge delict-
recidive, enorm hoge kosten, verwijdering uit de maatschappij, afstand van gezin en 
familie, van werk en vrijetijdsomgeving, problemen met de generalisatie van geleerde 
vaardigheden, en tenslotte een risico op een loopbaan als volwassen crimineel.
het dagbehandelingsprogramma is voor de reguliere justitiële interventies een 
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alternatief. door verder te investeren in het sociale netwerk van de jeugdige kan het 
dagbehandelingsprogramma succesvoller worden bij het ondersteunen van de jongeren 
in het vasthouden van een zinvolle dagbesteding. als jongeren beter in staat zijn school 
of werk vast te houden, zal hierdoor mogelijk ook het percentage algemene delictreci-
dive verminderen. het positieve effect van jongeren uit justitiële instellingen houden, 
zal op de langere termijn toenemen en een criminele loopbaan als volwassene helpen 
voorkomen.
Maatschappelijke impact    
er is een andere benadering nodig om deze groep van recidiverende jeugdige delin-
quenten te bedienen. dit onderzoek toont aan dat een dergelijk dagbehandelingspro-
gramma betere uitkomsten biedt voor jeugdige delinquenten, gezin én maatschappij 
dan de reguliere justitiële interventies. in de maatschappij is er nu een toenemende 
politieke druk om jeugdige delinquenten op te sluiten. voor recidiverende jeugdige 
delinquenten zal dit echter op den duur leiden tot langdurige gevangenisstraf of – als 
behandeling wordt geadviseerd – gedwongen residentiële behandeling met de duur van 
twee tot zes jaar. de effectiviteit van deze interventies is onbewezen en er is een be-
hoorlijk risico op het verhogen van de kans op een criminele loopbaan als volwassenen. 
aangezien het dagbehandelingsprogramma veelbelovende resultaten laat zien, kan 
beargumenteerd worden dat deze behandeling in meer regio’s ter beschikking zou 
moeten komen. stel dat dit dagbehandelingsprogramma in vijf regio’s van nederland 
beschikbaar gesteld zou worden, dan kunnen per jaar honderd jeugdige delinquenten 
met een hoog delictrecidive-risico worden behandeld. tegelijkertijd kan een multicen-
ter-onderzoek met grotere aantallen beter inzicht geven in de accumulerende effecten 
en effectiviteit van het dagbehandelingsprogramma. hierdoor wordt duidelijk of de 
dagbehandeling een (gunstig) alternatief is voor deze groep van recidiverende, gewelds-
delinquenten. hierdoor zou de behoefte aan vergroting van jeugddetentie-capaciteit 
kunnen verminderen. het doorbreken van de circel van delictrecidive zou in de meeste 
gevallen geen gevecht tegen criminaliteit moeten zijn, maar een gezamelijke inspanning 
van gezin, justitiële en behandelingsprofessionals om jongeren weer in hun gezin en in 
de maatschappij te laten integreren.
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SaMenVattInG per hooFdStuk
    aansluitend volgt nog een samenvatting van de engelstalige hoofdstukken, die 
niet in deze samenvatting beschreven zijn.
hoofdstuk 2:
De implementatie en de culturele aanpassing van Functionele Gezinstherapie binnen 
een Nederlands dagbehandelingscentrum
(Journal of Marital and Family Therapy {2006}. 32, 4, pp. 515-529)
deze review beschrijft het proces van overdracht van een amerikaans evidence-
based gezinstherapie (functionele gezinstherapie) naar een  psychiatrisch dagbehan-
delingscentrum voor jeugdige delinquenten in amsterdam. de eigenschappen van 
functionele gezinstherapie die deze therapie intercultureel sensitief maken worden 
besproken. de eerste resultaten van de implementatie van functionele gezinsthera-
pie binnen het centrum wijzen erop dat het model met enkele aanpassingen succes-
vol in de nederlandse cultuur geïmplementeerd kon worden, zonder fundamentele 
aanpassingen van het theoretische model van fft zelf. 
hoofdstuk 3:
De validiteit van zelfrapportage van psychopathologie en de kwaliteit van ouder-kind 
relatie bij jeugdige delinquenten met psychiatrische stoornissen.  
(Journal of Adolescence {2007}. 30, pp. 761-771)
    dit onderzoek richtte zich op de validiteit van zelfrapportage van psychopatholo-
gie, en de kwaliteit van de ouder-kind relatie bij jeugdige delinquenten met ernstige 
gedragsstoornissen en psychiatrische stoornissen, door informatie te vergelijken, 
verkregen door zelfrapportage  middels vragenlijsten, met andere informatiebronnen, 
zoals ouderrapportage, interviews, gedragsobservatie door clinici, en officiële rap-
portages over criminaliteit. 
de jeugdige delinquenten rapporteerden geen verhoogde niveau’s van psychopatho-
logie of verslechterde relaties met hun ouders, wat tegengesproken werd door het 
feit dat de jeugdige delinquenten in dagbehandeling waren voor gedragsproblemen 
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en relationele problemen. Bovendien bevond de ouderrapportage met betrekking tot 
de psychopathologie van hun kinderen zich steeds in de klinische range en werd de 
kwaliteit van de ouder-kind relatie door de ouders als slecht beoordeeld. geconclu-
deerd werd dat screeningsinstrumenten voor psychopathologie, en de kwaliteit van 
onderlinge relaties die verkregen worden door zelfrapportage van de jongeren, geen 
valide scores opleveren bij deze (extreme) populatie van jeugdige delinquenten 
 
hoofdstuk 4:
Vroege uitval uit een dagbehandeling als een voorspeller van recidive van jeugdige 
delinquenten. 
dit onderzoek richtte zich op vroege uitval uit een dagbehandeling, als een voorspel-
ler van recidive van jeugdige delinquenten, door de één jaar recidive van jongeren 
die de dagbehandeling afrondden te vergelijken met die van jongeren die binnen drie 
maanden na de start uitvielen. de bevindingen wezen erop dat vroege uitvallers, in 
vergelijking tot afronders van de dagbehandeling, binnen één jaar meer recidiveer-
den (57,1% vroege uitvallers, vergeleken met 25,6% van de afronders), meer delicten 
pleegden (gemiddeld 1,21 tegen 0,44), meer geweldsdelicten pleegden (28,6% tegen 
7,7%), en zwaardere delicten pleegden gemeten middels een ‘delictzwaarte index’ 
(gemiddeld 6,93 tegen 2,36). 
    een opmerkelijke bevinding was dat de criminele voorgeschiedenis niet voor-
spellend was voor recidive na de behandeling: drop out was een veel belangrijker 
voorspeller.  
hoofdstuk 5:
De effecten van een multimodale dagbehandeling op agressie, psychopathologie en 
gezinsfunctioneren bij jeugdige delinquenten met psychiatrische comorbiditeit. 
dit onderzoek onderzocht of een forensisch psychiatrische dagbehandeling effectief 
is in het verminderen van agressie, adhd, en internaliserende psychopathologie, en 
of ze in staat is gezinsconflicten te verminderen bij jeugdige delinquenten met psy-
chiatrische comorbiditeit. dit werd gemeten door zelfrapportage door de jongere en 
ouderrapportage vóór, en na de behandeling. agressie en psychopathologie werden 
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gemeten door de youth self report (ysr)/child Behavior checklist (cBcl) en de 
Buss-durkee hostility inventory (Bdhi). gezinsfunctioneren werd gemeten door de 
ouder-kind interactie vragenlijst revised (okiv-r) en de vragenlijst gezinsproble-
men (vgP). adolescenten verbeterden op alle relevante (sub)schalen van de cBcl, 
ysr en de Bdhi, behalve op de Bdhi directe agressie schaal. Betreffende gezins-
functioneren rapporteerden alleen de ouders een vermindering van gezinsconflicten 
op de okiv.  
Bij nadere analyse van de resultaten bleek dat een meer ernstige criminele voor-
geschiedenis van de jongere, na dagbehandeling een sterkere verbetering voorspelde 
betreffende minder gezinsconflicten; psychiatrische comorbiditeit voorspelde juist 
minder resultaat van de dagbehandeling: minder verbetering van agressie en gedrags-
problemen, en  meer blijvende gezinsconflicten. Psychopathie van de jongeren had 
geen voorspellend effect op de behandeluitkomst. 
geconcludeerd werd dat de dagbehandeling in staat was psychopathologie bij 
jeugdige delinquenten met psychiatrische comorbiditeit te verminderen en gezins-
conflicten te beteugelen. 
hoofdstuk 6:
Doorbreek de vicieuze cirkel: het voorkomen van opnieuw opsluiten van jeugdige 
delinquenten door een gezinsgerichte dagbehandeling. 
dit onderzoek onderzocht of een forensische jeugdpsychiatrische dagbehandeling 
effectiever was dan een controlegroep van alleen gedetineerde jeugdige delinquen-
ten betreffende: het jongeren thuis in de maatschappij houden, het voorkomen van 
herplaatsing in een jeugdgevangenis, het verminderen van gewelds- en algemene 
delicten, en het bezoeken van school/behouden van werk. de vergelijkingsgroepen 
bestonden uit een behandelgroep van jeugdige delinquenten die na hun detentie een 
dagbehandelingsprogramma doorliepen, en een controlegroep die gevormd werd 
tijdens voorlopige hechtenis in een justitiele jeugdinrichting en die daarna geen psy-
chiatrische zorg ontvingen. 
    adolescenten van de behandelgroep vergeleken met de controlegroep bij 12 
maanden follow-up: woonden meer thuis of op zichzelf (85% vergeleken met 51% 
samenvat ting
157
van de controlegroep), verbleven minder dagen in een justitiële jeugdinrichting (41 
dagen versus 116 dagen), pleegden 40-50% minder geweldsdelicten én pleegden 
minder ernstige delicten,  en waren beter in staat op school te blijven en/of werk 
te behouden (60% versus 41%). algemene delicten verschilden niet tussen beide 
groepen. de dagbehandeling had het sterkste effect als het ging om jongeren in de 
maatschappij te houden, en te voorkomen dat ze weer in een justitiële jeugdinrich-
ting terecht zouden komen. kleinere effecten werden gevonden in het beperken van 
ernstige en/of geweldsdelicten, en in het behouden van school en werk. 
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dankWo ord
“jij reikt zo hoog als op de schouders van wie je staat”, zei iemand mij eens. met 
dit dankwoord wil ik verantwoording afleggen aan al diegenen die het mij mogelijk 
gemaakt hebben om deze evaluatiestudie van de jeugdforensische dagbehandeling 
tot een succes te maken.
vanaf 2000 ben ik er werkzaam nadat ik was overgestapt van een kinderpsychia-
trische kliniek van ‘de argonaut’ naar het ‘Paedologisch instituut’, en begon mijn 
werk in het jeugdforensisch veld in een dagbehandeling die bekend stond onder de 
naam ‘de derde oever’. 
als clinicus en beginnend onderzoeker stond ik op twee schouders: die van colle-
ga onderzoekers die reeds veel ervaring hadden met praktijk-evaluatieonderzoek en 
die van een dagbehandelingsteam dat reeds bouwde aan een gezinsgerichte evidence 
based behandelprogramma.
uiteraard berust evaluatie onderzoek op de dagelijkse inspanningen van de 
klinische praktijk. daarom wil ik allereerst het dagbehandelingsteam bedanken dat 
hard heeft gewerkt aan het verbeteren van de kwaliteit van de behandelprogramma’s. 
aanvankelijk bestond dit uit het opzetten van een goed gestructureerde behandeling 
dat was gebaseerd op respect voor de jongeren. het bestond verder uit het opzetten 
van een sociale vaardigheidstraining en agressieregulatietraining, het invoeren van 
mentorschappen, vaktherapieën en onderwijs, en – last but not least – een geïnte-
greerd psychiatrisch behandelplan. 
daarna werd de functionele gezinstherapie geïntroduceerd, en kon (met passen 
en meten) in de eerste fase van de dagbehandeling worden uitgevoerd. hierdoor 
ontstond het unieke karakter van deze dagbehandeling: eerst het gezin motiveren 
en daarna de individuele jongere behandelen. door deze gezinsbenadering werd de 
dagbehandeling een echt alternatief voor een residentiële behandeling en konden 
ook jongeren uit de meest belaste gezinnen geholpen worden zonder hen uit huis te 
plaatsen.
het gehele team heeft bijgedragen aan het succes van de dagbehandeling. enkele 
personen wil ik graag speciaal bedanken.
eline van ’t veld, verleid om de overstap te maken van sociotherapeut naar 
coördinator en later naar teamhoofd, is niet alleen voortdurend steun en toeverlaat 
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geweest, maar was en is het menselijke gezicht van de dagbehandeling. Zij heeft 
voortdurend oog voor de individuele noden van klanten én medewerkers. Zonder 
haar was de dagbehandeling geen thuishaven geweest.
Bas Brown van psychotherapeut i.o. tot een kanjer van een individuele én gezin-
stherapeut en later tevens teamhoofd. het was een feest hem op te leiden en te zien 
hoe geleidelijk de sturing van de dagbehandeling aan hem overgelaten kon worden.
astrid van dam, gezinstherapeut en daarna fft-therapeut en supervisor. geza-
menlijk hebben we de functionele gezinstherapie geïntroduceerd. eerst binnen de 
dagbehandeling, toen binnen de Bascule en later werd heel nederland ons werk-
terrein. dat deze dagbehandeling gezinsgericht geworden is, is vooral aan haar te 
danken. 
en dan het onderzoeksteam, in chronologische volgorde van komen en gaan, 
bestaande uit: elles ter metz, claudia disse, cassandra clauser en lotte loef. het 
introduceren van de vragenlijsten, er voor zorgen ze allemaal ingevuld terug te kri-
jgen, het opzetten van een databank, en daarna de data-analyse en het meeschrijven 
aan de artikelen. Zonder jullie was het onderzoek zeker niet gelukt. lotte loef heeft 
een zo’n doorslaggevende rol gehad, met haar scherpe verstand, prettige humeur en 
enorme werklust, dat zij absoluut één van de paranimfen moest zijn. het onderzoek-
steam werd ondersteund door Pieter-jelle vuijk, psycholoog en statisticus.
het onderzoek is mede mogelijk gemaakt door nauwe samenwerking met collega-
instellingen: het ministerie van justitie verleende toegang tot het jds en het tulP 
systeem. het nifP leverde cijfers op rapportages en Pij’ers. de collega’s van jji’s het 
joc en het voormalige nieuwe lloyd waren uiterst behulpzaam bij het opsporen van 
de controlegroep en het joc maakte een continuering van de dagbehandeling door 
nachtdetentie mogelijk. jeugdreclasseerders en gezinsvoogden van Bjaa en Bureau 
jeugdzorg noord holland en de William schrikkerstichting leverde ons de informa-
tie over de jongeren. 
tenslotte leverde Pivu een start subsidie, zodat een pilot van het onderzoek 
mogelijk werd.
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maar een goede klinische praktijk, maakt nog geen onderzoek. in 2000 werden bij 
mijn aanname afspraken gemaakt met mijn promotoren (theo doreleijers en Wim 
slot) en werd tevens een beleidingscommissie ingesteld met een drietal door de wol 
geverfde en buitengewoon kritische onderzoekers, die hun sporen hadden verdiend 
bij de praktijk-evaluatie: joop Bosch, jan Willem veerman en else de haan. 
joop Bosch leerde ik kennen als gedragstherapie supervisor. hij heeft mij gestim-
uleerd bij het schrijven van een eerste artikel over de fft. hij bleef de hele periode 
meelezen en denken en combineert een persoonlijke betrokkenheid, bescheidenheid 
en scherpzinnigheid. 
jan Willem veerman, toen nog werkzaam bij Pi research, een enorme leermeester 
in de statistiek en in het helder en beknopt schrijven van artikelen. 
else de haan kende ik reeds van de argonaut. Zij is het levende bewijs, dat 
psychiaters wetenschappelijk nog veel te leren hebben als het om onderzoek gaat. 
steunend in haar haarscherpe kritiek, die altijd snel en in detail geleverd werd.
theo doreleijers is mijn eerste promotor. hij heeft mij geïntroduceerd in het 
forensische jeugdveld, waar hij een enorm netwerk tot zijn beschikking heeft. hij 
heeft als geen ander een neus voor welke onderzoeksvragen zowel maatschappelijke 
relevantie hebben en als wetenschappelijk, publicabel zijn. hij is open in het aan-
geven van zijn grenzen en in het hulptroepen halen op methodologisch gebied. het 
inschatten van je eigen sterke en zwakke onderzoekscapaciteiten is een goede eigen-
schap en niet algemeen voorkomend in de wetenschappelijke wereld. onverbiddelijk 
in zijn taalgevoel, ook op het moment dat deze promovendus bij de twintigste versie 
van een artikel juist zijn interesse aan het verliezen was. theo, ik heb veel meer van 
je geleerd dan artikelen schrijven, ik verheug me op onze verdere samenwerking als 
forensisch jeugdpsychiater, als netwerker naar de ministeries, binnen de opleiding en 
als senior-onderzoeker.
Wim slot is de tweede promotor. ik leerde Wim kennen, toen het competen-
tiemodel binnen de argonaut getraind moest worden en ik Pi research vroeg dat 
te doen. Wim ik leerde van je door je heldere methodische denken en je gefocuste 
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schrijfstijl. ik bewonder aan je, dat je altijd weer een artikel paraat hebt, dat net de 
discussie een nieuwe slag laat maken en de uitkomsten van een evaluatieonderzoek 
een breder perspectief geeft. ook met jou hoop ik nog lang binnen en buiten de 
wetenschap samen te werken.
tenslotte weet alleen Bob newark echt hoe gebrekkig mijn engels is, hij deed de 
engelse redactie. Wietske lute verzorgde de lay out van dit proefschrift.
dan wil ik graag nog mensen noemen die geen directe betrokkenheid hadden bij 
het onderzoek, maar wel van belang zijn voor mijn ontwikkeling als clinicus, man-
ager of onderzoeker.
het cluster forensische jeugdpsychiatrie, medewerkers en leidinggevenden, heb-
ben mij altijd gesteund bij het onderzoek. erik jongman, ontwikkelaar van het eerste 
uur, teamhoofd poli, wil ik apart noemen en danken voor het gemeenschappelijk 
optrekken en voeren van allerlei discussies over het vak en het ontwikkelen van fft 
binnen de cluster. ook aparte aandacht voor mart kok, begonnen als secretaresse, 
nu een duobaan als clustersecretaris en onbezoldigd filosofiestudent, meer dan steun 
en toeverlaat, want essentieel voor het management van de cluster.
Willem van tilburg, intussen emeritus hoogleraar psychiatrie, leerde mij als 
opleider het vak psychiatrie in al zijn breedte, maar stimuleerde mij tevens weten-
schappelijk onderzoek te doen. dat leidde tot de publicatie van twee artikelen. Zijn 
vroeger in mij gestelde vertrouwen heeft geholpen onderzoek te starten en vol te 
houden..
tom sexton, we know each other since we met in 2002 in las vegas to get trained 
in fft. you promised a long cooperation and this became true. together we spread 
fft all over the netherlands, started the knowledge center fft and you supported 
me to become a more experienced researcher. i enjoyed all our discussions and look 
forward to develop new family focused programs and do evalution research.
last but not least, wil ik harrie van leeuwen en Paul Willems, raad van Bestuur 
van de Bascule, bedanken voor hun vertrouwen in mij als clustermanager en het mo-
gelijk maken van een sabbatical om dit proefschrift af te schrijven en dit proefschrift 
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te laten drukken. jullie loyaliteit met mij en met mijn persoonlijke professionele 
ontwikkeling is in bestuurdersland een voorbeeld. 
onderzoek en hard werken is belangrijk en gewichtig, maar betekenisloos zonder 
goede vrienden, die je steunen en je met de beide voeten op de vloer houden.
al gedurende de studie ontstonden twee groepen, die nog steeds bestaan uit goede 
vrienden. het ‘ko-schap-steungroepje’ ontstaan na het ko-schap interne komt nog 
steeds bij elkaar, voor gezelligheid en steun bij het vorm geven aan een professioneel 
én goed persoonlijk leven. geregeld zie ik jacqueline, loek en rien voor een goed 
gesprek bij een goed glas wijn.
met twee andere heren (albert en maarten) en rien komen wij nog steeds jaarli-
jks bij elkaar om een weekend nuttige, intieme gesprekken te combineren met onze 
bourgondische levensstijl: vrienden voor het leven. 
het is niet voor niks, dat rien van dit dankwoord doorleest, wij trokken samen 
op in een promotieavontuur.
nol en laura, oudste vrienden, dank voor jullie vriendschap!
myra, jij bestudeerde en promoveerde over hoe dokters hun werk volhouden en 
combineren met hun persoonlijk leven. het is fijn dat marcella en ik je kennen.
rob, is mijn tweede paranimf. We kunnen werkelijk over alles spreken en elkaar 
een spiegel voorhouden. ik hoop dat we nog jaren bij elkaar terecht kunnen, vooral 
om een heel plezierige tijd met elkaar te hebben.
tenslotte wil ik stilstaan bij mijn familie. mijn ouders zijn beiden overleden, mijn 
vader al lange tijd geleden, mijn moeder begin dit jaar. Binnen onze familie waren 
wij de eersten die gingen studeren, dus had ik mijn ouders zeer gegund glunderend 
op de promotie te zitten. mijn broers Bart en Paul zullen gelukkig wel aanwezig zijn.
de laatste woorden zijn om mijn lieve marcella en mijn prachtige dochters judith 
en marit te bedanken voor het voortdurend wijzen op het geringe nut van te hard 
werken en ook nog zonodig te moeten promoveren. dank zij jullie ben ik een mens 
gebleven en ben ik gedwongen om aandacht aan het echte leven te schenken en ben 
ik geen ‘mannetje’ geworden, die buiten zijn schoenen loopt. ik hou van jullie. 
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curriculum vitae
rené egbert Breuk werd geboren op 5 juni 1958 in amsterdam. hij volgde het 
gymnasium op de Berlagescholengemeenschap in amsterdam. hij studeerde één 
jaar Psychologie aan de universiteit van amsterdam en daarna geneeskunde aan 
de vrije universiteit, amsterdam. hij behaalde het artsexamen in december 1985. 
ter vervanging van de militaire dienst was hij te werk gesteld bij de Werkgroep 
medische ontwikkelingssamenwerking te amsterdam. aansluitend werkte hij als 
arts-assistent-niet-in-opleiding bij psychiatrisch ziekenhuis sancta maria te noord-
wijk (begeleidend psychiater a. voshart), de centrale riagg dienst te amsterdam 
(opleider r. a. achilles) en bij de joodse ambulante geestelijke gezondheidszorg 
te amsterdam (opleider Z. sanders). van 1991 tot 1994 volgde hij de opleiding tot 
psychiater bij Pca-valeriuskliniek te amsterdam (opleider prof. dr.W. van tilburg) 
en aansluitend het keuzejaar en het aantekeningsjaar kinder- en jeugdpsychiatie 
(opleider prof. dr. W. B. gunning), waarna hij in oktober 1995 kinder- en jeugdpsy-
chiater werd. hij is tevens opgeleid tot gedragstherapeut (vgct) en tot kinder- en 
jeugdpsychotherapeut (vkjP) en voor beide verenigingen tevens supervisor.
hij werkte vanaf 1995 tot 2000 bij respectievelijk amc kinder- en jeugdpsychiatrie 
en bij ackj de argonaut, beiden te amsterdam, als hoofd van de kinderkliniek. 
vanaf 2004 werkt hij als clustermanager van de cluster forensische jeugdpsychiatrie 
van de ackj Bascule te amsterdam, vanaf 1 januari 2004 ontstaan als fusieorgani-
satie onder andere uit het Paedologisch instituut te duivendrecht, zijn werkgever 
tussen 2000 en 2004. hij is daar tevens plaatsvervangend opleider (opleider prof. dr. 
th. a. h. doreleijers). hij zette evaluatieonderzoek op binnen de cluster forensische 
jeugdpsychiatrie naar de effecten van de dagbehandeling, de polikliniek, functionele 
gezinstherapie en de toepassingen van gezinstherapie bij marokkaanse gezinnen, 
daarbij begeleid door zijn huidige promotoren (prof. dr. th. a. h. doreleijers, prof. 
dr. n. W. slot) en prof. t .l. sexton, hoogleraar psychologie van de indiana univer-
sity uit Bloomington, indiana, usa.. Zijn andere werkzaamheden als psychiater om-
vatten: directeur kenniscentrum functionele gezinstherapie, supervisor functionele 
gezinstherapie, projectleider schakelprogramma marokkaanse jeugdige delinquenten 
en hun gezinnen, consulent jeugdreclassering Bjaa en lesgevende activiteiten. an-
dere beroepsgerelateerde activiteit: lid congrescommissie vkjP (2002- heden).
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rené Breuk is sinds 1980 samenwonend met marcella Potthoff. Zij hebben twee 
dochters: judith elisabeth (1991) en marit johanna (1993).
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